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ABSTRACT
This study compared professional behaviour therapists with parents of children with 
autism trained as therapists for their children. The groups were compared on several 
therapist variables that contribute to effective therapist performance. Participants 
included 36 professionals and 33 parents between the ages of 21 and 57. They completed 
questionnaires examining their knowledge of behavioural principles, self-efficacy, social 
support resources, and beliefs in the efficacy of behavioural interventions. Parents had 
significantly less social support than did the professionals. Among participants with high 
socioeconomic backgrounds, parents also were less satisfied with their support than were 
professionals. No other group differences were found to be significant. Suggestions for 
improving parent training programs and support services for families are provided.
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Autism is a developmental disorder characterized by impaired development in 
communication and social functioning, and marked by restrictive, repetitive behaviours 
(American Psychiatric Association [APA], 2000). With research into the causes of 
autism still ongoing, a wide variety of interventions have been developed to treat the 
disorder (Schoen, 2003). To date, the applied behaviour analysis (ABA) model of early 
intervention has become viewed as the primary treatment of choice for children with 
autism (Children’s Mental Health Ontario, 2003).
ABA is a behavioural approach that focuses on increasing children’s appropriate 
behaviours and decreasing inappropriate behaviours (Schoen, 2003). Research has 
documented favourable outcomes for autistic children using this approach. ABA can 
lead to gains in language, social, and academic skills, and reductions in behaviour 
problems (Schreibman, 2000). Studies have shown that children who receive an 
intensive behavioural intervention have better outcomes in terms of intelligence and 
language skills than do children in control groups or those who receive a different type of 
intervention (Sheinkopf & Siegel, 1998; Smith, Eikeseth, Klevstrand, & Lovaas, 1997).
Despite evidence of the effectiveness of the ABA approach, a notable limitation 
that has been widely reported is the lack of generalizability - the degree to which a 
behaviour or skill learned under one condition or setting will be transferred to other 
conditions and settings (Anderson & Romanczyk, 1999). Treatment gains made by 
children in one setting do not always generalize to other settings. For example, Lovaas,
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Koegel, Simmons, and Long (1973) examined the outcomes of children one to four years 
after treatment. They found large differences between groups of children that was related 
to the post-treatment environment. Specifically, the behaviour changes made during 
treatment were lost for children who were institutionalized in hospitals. In contrast, 
children who were at home maintained treatment gains and even continued to improve. 
The researchers noted that, in this second group, the parents were trained to continue use 
of behavioural techniques in the home. Therefore, generalization and maintenance of 
treatment effects are more likely to occur when children remain in an environment in 
which they are treated. Accordingly, strategies for enhancing generalizability have 
become incorporated into many intervention programs.
One such strategy involves professionals teaching parents to provide treatment 
themselves with the use of behavioural techniques. These techniques may include 
observing and recording behaviours, using reinforcement, and evaluating behaviour 
change (Holmes, Helmsley, Rickett, & Likierman, 1982). With this training, parents 
become able to implement treatment in their homes. It has been estimated that, as of the 
year 2000, 650 children were receiving a parent-managed intervention in England alone 
and thousands more worldwide (Bibby, Eikeseth, Martin, Mudford, & Reeves, 2001).
Potential benefits of parental involvement are numerous. For instance, an 
important element of the early intervention approach is the number of hours of treatment, 
with research suggesting that a minimum of 25 hours a week is necessary (National 
Research Council, 2001). Since young children spend most of their waking hours at 
home with their families, home intervention with the parent allows for a larger number of 
intervention hours per day and per week (Anderson & Romanczyk, 1999). Parental
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involvement also means that the intervention period can be extended by months or years. 
This additional treatment time has been particularly significant for families who, as of 
early 2005, were denied funding for intervention services after a child’s sixth birthday 
(Ontario Ministry of Community and Social Services, 2000). Although the general view 
is that children under the age of four respond most favourably to intensive behavioural 
intervention, recent research has demonstrated that children ages four to seven can 
benefit just as much as younger children and can make large gains in areas such as 
intelligence, language skills, and adaptive behaviour (Eikeseth, Smith, Jahr, & Eldevik, 
2002). Therefore, the ability to lengthen treatment time can be beneficial for many 
children.
Another potential benefit of parental involvement is the lower cost of treatment.
In a survey of 141 families conducting ABA-style interventions, one of the most 
frequently reported barriers to implementing an intervention was the family’s financial 
resources (Johnson & Hastings, 2002). These interventions can be quite expensive, 
typically costing over $50,000 a year (William Beaumont Hospital, 2004). Therefore, 
because of the number of hours required, it can be prohibitively expensive to employ 
professionals to deliver all the treatment. With recent court outcomes such as the 
Supreme Court of Canada ruling that Canadian provinces can refuse to finance the costly 
therapy, many families do not have the necessary funds to afford treatment (Philp,
2004a). Furthermore, in Ontario, it has been reported that waiting lists to receive 
provincial government funding were as long as 1200 children in 2004 (Philp, 2004b). 
Philp reported that, to pare down this list, children who are assessed as not being 
moderately or severely autistic are considered too mild to qualify for funding. These
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recent government changes have left many families with few options for affording 
treatment. Although training programs themselves can be costly, home-based 
intervention by parents may reduce costs in the long run and make treatment more 
affordable.
Even if parents can afford outside services, the ABA method of intervention has 
become so popular that the current demand exceeds its availability (Anderson & 
Romanczyk, 1999; Smith, Buch, & Gamby, 2000). In fact, in the above survey, the top 
reported barrier for parents was recruiting and maintaining a suitable team of 
professionals. As the demand for services has increased, the availability of experienced 
professionals has not kept pace.
Overall, parental involvement in a child’s intervention can be beneficial by 
helping the child to maintain and generalize treatment gains and also by increasing the 
availability and intensity of the intervention. However, parent training programs vary 
widely in nature. For example, the Geneva Centre for Autism in Toronto, Ontario offers 
a parent training program lasting eight two-hour sessions, for a total of 16 hours (Geneva 
Centre for Autism, 2004). The Summit Centre for Preschool Children with Autism in 
Windsor, Ontario offers a six week program in which parents receive 36 hours of training 
(M. Gragg, personal communication, February 1, 2005). These types of programs offer 
parents an introduction to principles and applications of ABA. Only one organization in 
North America is known to currently offer a program in which parents receive the type of 
intensive training needed to run a behavioural intervention on their own for their child.
The Hands-On Parent Education Center (HOPE) in Royal Oak, Michigan teaches 
parents how to effectively use principles and procedures of ABA with their preschool
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children (William Beaumont Hospital, 2004). What makes this such a unique program is 
that parents accompany their children to the center for 12 weeks, three hours per day, five 
days per week. Thus, in comparison to other training programs that offer less than 40 
hours of training overall, the HOPE Center is a truly intensive training experience for 
parents whereby they receive 180 hours of total training in a small group format. During 
the three months, parents are coached in the application of behavioural techniques and 
eventually become more independent as they learn how to monitor their children’s 
progress and troubleshoot problems they may encounter. The HOPE Center also offers 
other services not usually available to parents in the less intensive training programs. In 
addition to the 12 week program, HOPE helps transition the training to the children’s 
homes. Parents receive monthly follow-up consultations so they can continue to 
effectively manage their children’s intervention programs at home. The goal is to teach 
parents to carry out the intervention on their own. With such intensive training, parents 
no longer have to rely on outside professionals for their children’s treatment. In addition, 
at a program cost of approximately $10,000 U.S., the HOPE program is much more cost- 
effective for families than a professionally-run intervention. As a potential solution to the 
high costs and lack of available professionals, parent training programs such as this one 
have become an appealing option for families.
Parent Therapist Efficacy
Although an increasing number of parents are choosing to take on the role of 
therapist (Hastings & Johnson, 2001), the question of whether parents are as effective 
behaviour therapists as are professionals has not been definitively answered. Research 
addressing this question has produced mixed results. Past research has shown that
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parents can be trained to implement a home-based intervention and can be effective at 
producing improvements in areas such as children’s cognitive functioning (e.g.,
Sheinkopf & Siegel, 1998). In a review of 15 articles on parent behavioural training, 
Graziano and Diament (1992) found that parent training successfully improved parental 
attitudes, knowledge of behavioural principles, and child-training skills. However, in the 
majority of studies, these parental benefits did not necessarily result in improved child 
self-help skills or reduced behavioural problems. The reviewers suggest that more than 
parent training may be necessary to translate parents’ gains into child improvements, 
such as the need for “booster” training sessions. In addition, they found several parent 
characteristics that were associated with significantly reduced training efficacy: low 
socioeconomic status, low social support, and family stress. Thus, it appears that many 
parent and family factors can play a role in parent therapist effectiveness.
The effectiveness of parents acting as therapists is not a new concern. Early 
reports in the literature produced the consistent finding that parents reported having 
difficulty implementing treatment. These difficulties included: problems in working 
regularly with the child (Harris, 1987); finding it an effort to use behavioural methods 
(Holmes et al., 1982); and a lack of confidence in their ability as therapists (Baker, 
Heifetz, & Murphy, 1980). As recently as 2002, there have been further reports of 
parents finding it difficult to implement and maintain the recommended intervention 
activities (Drew, 2002). Furthermore, each of these studies reported that many parents 
did not maintain long-term use of the techniques they were taught. For example, Harris 
(1987) found in a follow-up study that less than half of the parents continued to use 
formal behavioural techniques.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
More recent research focusing on child outcomes suggests that children in parent- 
run programs do not always make large gains in functioning as those in other 
programs. Smith, Groen, and Wynn (2000), for example, randomly assigned children 
with autism to an intensive professionally-run group or to a parent-run group. While the 
groups appeared similar at intake on all measures, children in the professionally-run 
group significantly outperformed children in the parent-run group after treatment on 
measures of intelligence, language, and academic achievement.
Several other studies have corroborated the finding that treatment gains in parent- 
run programs are smaller than those achieved in professionally-run programs. Smith, 
Buch, and Gamby (2000) examined parent-run ABA interventions for preschoolers with 
autism and included an assessment of treatment quality. They found that treatment 
resulted in rapid skill acquisition among the children at treatment onset. However, this 
positive beginning did not lead to long-term developmental gains. Consistent with the 
study above, the children’s outcomes appeared less favourable than those previously 
reported for professionally-run programs. To assess treatment quality, therapists were 
videotaped providing therapy and compared with a group of professional clinic therapists. 
Independent observers scored them on correct use of behavioural techniques. The results 
revealed that clinic therapists had a significantly higher rate of using correct techniques 
than the parent therapists. While the parent group did use correct techniques, they were 
less consistent and less accurate than were the professional therapists. The authors 
suggest that such variations in performance may explain why early success on children’s 
skills in parent-run programs rarely translate into best outcomes in the long term.
More recent studies have indicated that parent-run programs often fail to meet
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intervention standards (Bibby et al., 2001; Mudford, Martin, Eikeseth, & Bibby, 2001). 
For example, the parent-run interventions gave children a lower number of therapy hours 
than recommended, had infrequent training and supervision from consultants, or had 
supervision from professionals with little background in ABA. The researchers proposed 
that these factors may reduce treatment effectiveness relative to professionally 
administered treatment. Overall, these research studies suggest that parent-run 
interventions may be less effective than professionally-run or centre-based programs.
Although it appears that research on parent therapist effectiveness comes from 
only two main groups of researchers, their findings have become commonly accepted in 
the literature and by top researchers in the field. For example, Lovaas, a pioneer in 
autism research, supports the conclusion that parent interventions are probably less 
effective than clinic-directed programs (Lovaas & Smith, 2003). However, even Lovaas 
argues that these findings are not conclusive and that further research in this area is 
needed.
The question of whether parents are as effective as professionals remains to be 
definitively tested. Whether or not one assumes that parent and professional performance 
differs, it is important to consider factors that account for variations in therapist 
performance. These factors will offer more insight into how the effectiveness of therapist 
performance could be improved. The current study examined several relevant therapist 
variables: knowledge of behavioural principles, self-efficacy beliefs, social support 
resources, and beliefs in the efficacy of the intervention.
Knowledge o f Behavioural Principles
One essential variable to examine is whether parents and professionals have
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
received the type of training that will best facilitate effective therapist performance. One 
type of training that is advocated is formal instruction in a treatment’s underlying 
principles, in addition to specific skills (Forehand & Atkeson, 1977). For ABA, this 
instruction involves training in behavioural principles and concepts.
Training in behavioural principles can be an important resource for parent 
therapists. Researchers suggest that knowledge of such principles allows for more 
effective generalization of parents’ skills. In this context, generalization is the notion that 
parents will be able to use techniques and skills they were taught and apply them to new 
behaviours and situations (Forehand & Atkeson, 1977), Generalization is important 
because parents will undoubtedly be faced with new situations and new target behaviours 
that they were not specifically taught to deal with during training. Without an 
understanding of the theoretical principles of the behavioural approach, parents may feel 
less effective and less competent when confronted with situations that are different from 
ones they have encountered before (Jennett, Harris, & Mesibov, 2003). In contrast, 
parents with an understanding of the theory behind the techniques may be more likely to 
quickly conceptualize a problem or new situation and determine the appropriate way to 
handle it. Thus, these parents will likely feel more able, and be more able, to manage 
new problems as they arise.
The results of several studies support this view. Glogower and Sloop (1976) 
compared mothers trained with a combination of general behavioural principles and 
specific techniques versus mothers trained with a specific approach that did not teach 
general principles. The combination group mothers were significantly better than the 
specific-approach mothers at applying their knowledge to real-life situations and dealing
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with child management problems. Koegel, Glahn, and Nieminen (1978) also addressed 
the issue of generalization and supported the finding that parents’ skills do not 
automatically generalize. In their study, after receiving a demonstration on how to teach 
a child a specific task, the parent was able to correctly do so with some practice.
However, if the parent was then asked to teach a child a second task there was little, if 
any, generalization to that new task. In other words, parents required additional training 
on how to teach each specific task. In contrast, when the parents were trained with a 
more generalized set of principles they were able to correctly teach each task without 
further training.
Conflicting results have also been found. Studies by O’Dell, Flynn, and Benlolo 
(1977) and Hudson (1982) found that teaching of behaviour principles did not improve 
parent therapist performance. However, in both studies, it was found that the parents in 
the control conditions had acquired knowledge of many behavioural principles that were 
not purposely or formally provided to them. Rather, the researchers suggested that 
parents must have learned these principles incidentally during the training program. This 
diffusion of treatment, in which the control groups also learned behavioural principles, 
may account for the different results found in these studies.
In their review of parent behavioural training studies, Graziano and Diament 
(1992) concluded that training does improve parental knowledge of behavioural 
principles. However, no research has yet compared parents’ and professionals’ 
knowledge of behavioural concepts and principles.
Self-Efficacy in the Therapist Role
Having the necessary knowledge and skills does not guarantee that a person will
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
actually perform a task. A second important component is feeling confident in one’s 
ability to perform the task competently, known as “self-efficacy” (Bandura, 1982). 
According to Bandura, people with higher self-efficacy are likely to put in more effort 
and be more persistent and resilient in adverse situations. On the other hand, low self- 
efficacy can lead to less effective performance, a lack of persistence in the face of 
difficulties, and avoidance of tasks in which the person does not feel competent. 
Furthermore, self-efficacy may not relate at all to an individual’s actual level of 
competence. Rather, people tend to over- or underestimate their capabilities, which in 
turn influences how well they use the skills they have (Tschannen-Moran, Hoy, & Hoy, 
1998). Thus, having doubts about one’s ability can negatively affect performance despite 
competent skills.
This theory would suggest that self-efficacy is an important resource for parent 
therapists that is likely to affect the intervention outcome. Because positive changes in a 
child’s behaviour do not happen immediately, parents who doubt their capabilities and 
who find the role of therapist to be too challenging may be more prone to give up, as 
Bandura’s theory suggests. However, if they are confident in their abilities, they may 
continue with the intervention long enough to see positive outcomes. Therefore, it is 
likely that anxiety about competence in the therapist role may affect a parent’s ability to 
implement the intervention successfully. In fact, low self-efficacy may be a potential 
explanation for the previously mentioned finding that parents often do not adhere to the 
treatment (e.g., Harris, 1987).
Some evidence suggests that parents do feel more capable and confident in their 
ability to teach their children after a training program (e.g., Feldman & Werner, 2002;
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Moran & Whitman, 1991). However, other empirical research and theory suggests that 
parents of autistic children will have lower self-efficacy than will professionals. One 
reason is due to the amount of stress these parents experience. Research has shown that 
higher stress is predictive of lower parent therapist self-efficacy (Hastings & Symes,
2002). It is well documented that parents of children with autism report more stress than 
do parents of children with any other type of disability (e.g., Sanders & Morgan, 1997; 
White & Hastings, 2004). Furthermore, mothers appear to experience a greater amount 
of stress than do fathers (Moes, Koegel, Schreibman, & Loos, 1992), and it is more often 
the mother who takes on the role of therapist.
Secondly, according to Bandura (1982), self-efficacy is influenced by perceived 
task difficulty. The more difficult a task is perceived to be, the less confidence an 
individual has. Thus, parents who perceive the therapist role as being too difficult are 
likely to feel less confident. As previously mentioned, the literature confirms that many 
parents acting as therapists do report difficulties in their role and in implementing 
treatment (e.g., Drew et al., 2002).
Research on self-efficacy among teachers offers suggestions as to whether parents 
are likely to over- or underestimate their capabilities (Ross, 1998). With experience, 
teachers develop relatively stable beliefs about their abilities. Judgements about their 
efficacy are based on how well they handled tasks in the past. Therefore, professionals’ 
estimates of their ability are likely to be quite accurate, since their estimates would be 
based on actual past experience and they have likely handled the task successfully many 
times before. In contrast, when prospective or inexperienced teachers estimate their own 
efficacy in a situation, they rely more heavily on analysis of the task, such as perceived
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task difficulty, and on vicarious experience - what they believe others can do (Ross,
1998). Therefore, parents may be more likely to underestimate their abilities.
Social Support
Beyond having the necessary skills and feelings of competence, therapist 
effectiveness can also be influenced by external events such as the amount of support 
therapists receive. The definition of social support varies widely in the literature. It is 
generally viewed as a meta-construct (Bowling et al., 2004), referring to a diverse set of 
constructs such as sympathy and caring (emotional support), tangible assistance 
(instrumental support), and the availability of people who can provide help (structural 
support). Both theory and research suggest that social support is a particularly important 
resource for parents of an autistic child. According to the widely cited Double ABCX 
model of family stress (McCubbin & Patterson, 1983), the resources a family has for 
meeting demands and needs will affect the impact of a stressor on family outcome. Thus, 
support may act as a buffer against the demands of caring for a child with autism. For 
example, Orr, Cameron, & Day (1991) evaluated this model using families with children 
who have mental retardation and found that family resources, including social support, 
had a significant and direct effect on parental stress. High levels of social support have 
also been associated with increased family adjustment and well-being (Dunst, Trivette, & 
Cross, 1986; Henderson & Vandenberg, 1992) and lower depression and anxiety (Gray & 
Holden, 1992).
Social support has also been studied frequently in relation to occupational stress. 
Support is thought to play an important role in reducing work stressors and strains (Park, 
Wilson, & Lee, 2004). There is, in fact, a growing body of evidence demonstrating the
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positive effects of social support for health care professionals. For example, high social 
support has been associated with high job control, low depression, and high supervisor­
rated job performance (Park et al., 2004), as well as less absenteeism and sick-leave 
(Verhaeghe, Mak, Van Maele, Komitzer, & De Backer, 2003).
Social support has also emerged as an important coping factor for burnout -  a 
syndrome of emotional exhaustion, depersonalization, and reduced feelings of personal 
accomplishment (Maslach, 1993). While burnout does not have a single cause, it may 
emerge if an individual cannot cope successfully with a stressful situation. Individuals 
working with children with autism are especially at risk for burnout due to the unique 
characteristics of these children (Jennett et al., 2003). Specifically, because children with 
autism often show low social interest in others, may have difficulties communicating 
with the therapist, and may display aggressive behaviours toward the therapist (APA, 
2000), working with these children can be especially challenging. Leiter and Harvie’s 
(1996) review of studies examining burnout found that insufficient social support can 
exacerbate burnout and diminish the resources available to mental health workers to work 
effectively. Thus, social support can be an important facilitating factor for professionals 
and parents by improving job satisfaction and performance as well as by protecting them 
from occupational stress and bumout.
The literature suggests that social support is also an important facilitating factor 
for parents acting as therapists. Adequate social support is related to lower stress among 
these parents (Hastings & Johnson, 2001). It is reported by parents to be a facilitating 
factor in implementing the intervention (Johnson & Hastings, 2002). Furthermore, it is 
predictive of the extent to which parents report having the time, energy, and personal
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investment to carry out the intervention (Dunst, Leet, & Trivette, 1988). In addition, past 
research suggests that low social support may interfere with skill maintenance and make 
it difficult for parents to apply the treatment (Wahler & Graves, 1983). Therefore, 
inadequate social support may partially account for the previously reported findings that 
parent therapists are often less committed to the intervention (e.g., Harris, 1987) and less 
effective than professionals (Smith, Buch, et al., 2000).
Overall, parent therapists would appear to have a particularly increased risk for a 
variety of negative outcomes if they have low social support. This increased risk would 
be due to the compounded effect of being both a therapist and a parent of a child with 
autism. Thus, unlike professional therapists, they are at risk for both occupational and 
parental outcomes of low social support, ranging from increased stress to bumout.
The literature on the social support networks of parents of children with 
disabilities shows that they do tend to have smaller social networks and experience more 
social isolation, alienation, and rejection than do other families (Gray, 2002a; Kazak & 
Marvin, 1984). In addition, mothers of children with autism tend to perceive that 
emotional support and friendships are considerably less available than do other mothers 
(Weiss, 2002). These perceptions of one’s social support are, in fact, more important 
than the actual number of supports (Beresford, 1994). Parents who believe that they have 
adequate and helpful social support are likely to feel less stress than do parents who have 
access to a large but unhelpful social support network (Wanamaker & Glenwick, 1998). 
Beliefs in the Efficacy o f the Intervention
Finally, another relevant factor to be examined is the belief in the efficacy of the 
ABA method of intervention. Parents may not have the same view of treatment as the
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professionals. Parents may perceive the treatment to be effective for their child, or they 
may be less convinced of the efficacy of the intervention.
This factor can be important for parents because the family’s perception of a 
stressor can have an effect on family outcomes. This is the Double ABCX model’s third 
central feature - the meaning the family gives to the crisis situation, the stressor, and 
available resources (McCubbin & Patterson, 1983). Orr et al. (1991) found that family 
perceptions of a stressor directly affected the effectiveness of family resources in 
reducing stress. Thus, either directly or indirectly, perceptions of a stressor can play an 
important role in family outcome.
Believing that the ABA intervention is an effective treatment that will lead to 
improvements in child outcomes may help parents reframe a potentially stressful 
situation into one which is perceived to be more manageable and under control. Research 
is consistent with this theory. Believing that the intervention being used is effective is 
associated with lower reported stress and reduced pessimism among parents acting as 
therapists in ABA interventions, even among parents of children with severe autism 
(Hastings & Johnson, 2001). Hastings and Johnson propose that families may be at 
increased risk for stress if they begin to have doubts and, therefore, a less positive belief 
about the program in which they are involved.
Belief in the efficacy of the intervention may also strongly affect therapist 
performance. Holmes and colleagues (1982) suggest that the intervention might 
not be successful if parents are not convinced of the effectiveness of the intervention 
and/or feel that ABA is too different from their own views about childcare or not as 
effective as their own methods. These parents may be less committed and may apply the
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techniques less stringently and/or turn to their preferred method of dealing with the child. 
In contrast, if a treatment is viewed by parents as more effective and acceptable, it is 
more likely to be implemented (Watson & Gresham, 1998).
In a sample of parents acting as therapists (Holmes et al., 1982), several of the 
mothers reported that they were not completely convinced of the effectiveness of 
behavioural principles and, thus, did not apply the methods wholeheartedly. For 
example, it was reported that one mother felt that rewards were useless and ineffective 
for her son. Other mothers showed a preference for their own methods of managing their 
children. Some behavioural techniques do, in fact, contradict child-rearing techniques 
that parents generally favour -  for example, the technique of ignoring a child’s 
inappropriate behaviour when a parent’s instinct or preference may be to verbally 
discipline. Other authors have noted this potential problem when working with families, 
whereby parents may express disgust or disagreement with various aspects of the 
behavioural approach (Patterson, 1975). Experiences such as these have been termed 
“philosophical revulsion” toward behaviour techniques (Yule, 1975).
Theoretical Considerations
The ecological (Bronfenbrenner, 1979), family systems (Bristol, 1985), and 
family support (Dunst et al., 1986) models serve as good conceptual frameworks for 
understanding the importance of these parental resources. These models focus on the 
contextual nature of human development. The entire family is seen as an interactive, 
interdependent set of systems nested within each other (Bristol, 1985). Therefore, a 
child’s development is influenced both directly and indirectly by other members in the 
family. For this reason, it is important to be concerned with parents’ perceptions,
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resources, and needs. From this contextual perspective, because parental resources can 
influence parental well-being and therapist performance, they are also likely to influence 
child outcomes. For example, feeling competent and believing that the intervention will 
work for their child may positively affect parents’ adaptation to the stresses of the 
therapist role and their ability to effectively implement the intervention. Therefore, these 
approaches emphasize the need for providing family services and resources to meet 
family needs and help the family cope. This support is presumed to ultimately enhance 
children’s development and well-being.
Limitations o f Past Research
Much of the past research in this area has examined outcomes of parent training 
programs that are not based on the ABA model. These findings cannot then be assumed 
to apply equally to families or professionals running ABA interventions, which is one of 
the more highly intensive and demanding types of programs. Therefore, it is important to 
examine the experiences of parents conducting this style of intervention, particularly 
since ABA is increasingly becoming the treatment of choice for many families.
In addition, very few studies to date have included appropriate control or 
comparison groups in their research designs (see Roberts, Mazzucchelli, Taylor, & Reid,
2003). At present, no research was found that examines therapist variables that also 
compare less experienced with more experienced therapists, or parents versus 
professionals. Examining whether parents are equipped with the appropriate resources to 
be effective therapists cannot be assessed unless the resources of the professionals are 
also measured.
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Rationale o f the Present Study
The purpose of the present study was to examine therapist variables that may 
account for variations in therapist performance. Evaluation of these factors is important 
for several reasons. From the child’s perspective, it is essential to ensure that parents are 
able to perform effectively and provide their child with an intervention that is just as 
effective as if the child were receiving treatment from an experienced professional. It is 
assumed that parent effectiveness in the therapist role will ensure an increased likelihood 
of a successful intervention outcome for the child. If parent and professional 
performance are not comparable, as past research suggests, outcomes may not be 
effective. It is important, therefore, to assess factors that may account for the variation 
between parents and professionals.
From the parent perspective, it is important to assess whether parents acting as 
therapists have the resources that will facilitate their role and that will help them feel 
better able to carry out the intervention. These interventions require a large time 
commitment by parents, who already experience increased stress. Many researchers have 
argued that active participation in the child’s intervention may impose additional stress or 
make excessive demands of the parents (e.g., Gallagher, Beckman, & Cross, 1993).
With the growing recognition that more consideration must be given to the overall 
functioning of the family as a system (e.g., Bristol, 1985), it is important to ensure that 
the needs of the parents, and not just the child with autism, are being met. Therefore, a 
comparison of parent therapists and professional therapists is needed to explore the 
therapist experience and therapist perceptions of facilitating factors. This comparison 
would perhaps provide insight into the evidence of therapist effectiveness. For instance,
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information about the differences and similarities of these groups will add insight into 
whether parents acting as therapists have adequate resources or whether further training 
and support may be necessary. Such findings can offer suggestions for improving 
training and support services for parents in order to, ultimately, improve child outcomes. 
Research Question
The present study aimed to examine whether parents differ from professionals on 
factors that contribute to effective therapist performance in ABA interventions for autistic 
children. The study investigated how parents and professionals compare on knowledge 
of behavioural principles, self-efficacy, social support, and beliefs in the efficacy of the 
intervention. It was postulated, based on past research and theory, that parents would 
report significantly lower resources than would professionals.
Hypotheses
Knowledge o f Behavioural Principles. It was hypothesized that parents would 
have less knowledge of behavioural concepts and principles than would professionals. 
This hypothesis has not been explored in prior research. It was expected that parent 
therapists would have less knowledge because they generally have less formal education, 
extensive experience and training than do professionals.
Self-Efficacy. Parents were hypothesized to perceive themselves as being less 
competent in the role of therapist than would professionals. This hypothesis was based 
on two findings. First, research has shown that parents experience increased stress 
(White & Hastings, 2004), which is predictive of lower therapist self-efficacy (Hastings 
& Symes, 2002). Second, parents are likely to perceive the job as being more difficult 
than do the professionals (Drew et al., 2002), which theory suggests also has a negative
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influence on self-efficacy (Bandura, 1982).
In addition, it was hypothesized that parents would be less accurate than 
professionals in judging their ability. Specifically, parents’ estimates of self efficacy was 
expected to be more divergent from their knowledge than professionals’ estimates of self- 
efficacy would be from their knowledge. This hypothesis was based on research and 
theory suggesting that parents would have less past experience on which to base their 
estimates of ability and also have less experience performing the job successfully than 
would the professional therapists (Ross, 1998).
Social Support. Parents were hypothesized to report a lower number of available 
social support sources than would professionals. In addition, it was hypothesized that 
parents would report less satisfaction with their support than would professionals. These 
hypotheses are based on research highlighting the challenging social experiences that 
these parents face, including small social networks and reports of social isolation (Gray, 
2002a), as well as the perception that support is not available (Weiss, 2002).
Beliefs in the Efficacy o f the Intervention. Parents were hypothesized to believe 
less strongly in the efficacy of the ABA intervention than would the professionals. This 
hypothesis is partly based on past research showing that some parents are not convinced 
of the effectiveness of ABA or disagree with behavioural methods (Holmes et al., 1982). 
In addition, it was assumed that parents would have less knowledge of research 
supporting ABA effectiveness and less experience since they are only working with their 
own child. As a result of this single intervention, parents have had less exposure to the 
effectiveness of ABA than have professionals who see a variety of children with autism. 
Parents were expected, therefore, to believe less strongly in the intervention’s efficacy.





Overall Sample Characteristics. A total of 72 adults participated in the study, 
consisting of 37 professional behaviour therapists and 35 parents of a child with autism. 
Because these groups were naturally formed, random assignment to groups was not 
possible. Three of the participants - one professional and two parents -  omitted one of 
the questionnaire measures and, thus, were excluded from the analyses. The final sample 
consisted of 69 adults -  36 professionals and 33 parents. Participants ranged in age from 
21 to 57 years (M = 31.85, SD = 8.40). In the overall sample, the majority of participants 
were female, highly educated, with a high socioeconomic (SES) background.
Specifically, as shown in Figure 1, the majority of the professional group (94.4%) and the 
majority of the parent group (81.8%) fell in the upper middle to upper social class levels 
(range = 41 -  6 6 ). See the measures section below for information on how SES was 
calculated using Hollingshead’s (1975) Four-Factor Index of Social Status. Further 
demographic information for each of the groups is described below and summarized in 
Table 1.
Professional Therapists. The professional sample consisted of 36 behaviour 
therapists who had been trained in ABA methods and were currently therapists in an 
ABA intervention for one or more children with autism. Professionals were recruited 
from several organizations that provide either home-based or centre-based interventions 
for children with autism. Approximately 10 therapists were invited to participate from 
the HOPE Center in Royal Oak, Michigan, USA; approximately 15 from the Summit
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■  Professionals 
□  Parents
Lower Low Middle Upper Upper 
Middle Middle
SES Levels
Note, n = 36 for professionals, n = 33 for parents.
Figure 1. The percentage of professionals and parents in each of the five socioeconomic 
levels.
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Table 1
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College education 1 0 0 63.7
Average yearly income 
Mean range (Canadian) 
Absolute range (Canadian)
$30,000 - $39,999 
<$5,000 - $100,000
$60,000 - $69,999 
$1 0 , 0 0 0  - $1 0 0 , 0 0 0





2 2 . 2
24.2
75.8
Note. Dashes indicate that the characteristic for that group was not obtained.
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Centre for Preschool Children with Autism in Windsor, Ontario, Canada; and 150 
therapists were recruited from the Behaviour Institute in Toronto, Ontario, Canada. 
Therefore, 21.14% of invited professional therapists participated in the study. Due to the 
anonymous nature of the study, it is unclear how many recruited therapists from each 
organization participated in the study. As shown in Table 1, the majority of the 
professionals were female, single (never married), working part-time, college educated, 
and between the ages of 21 and 42 years (M  = 26.19, SD = 4.43). These therapists had 
worked for an average of 2.69 (SD = 1.79) years, for approximately 23.93 (SD = 16.04) 
hours per week, with an average of 5.73 (SD = 7.11) children with autism. The mean 
social class background of the professionals was in the upper middle class range (range = 
35 - 6 6 ). The occupational composition of this group was: 94.4% medium business, 
minor professionals, technical; and 5.6% major business, major professionals.
Parent Therapists. The parent sample consisted of 33 parents of children 
diagnosed with an autism spectrum disorder who had taken part in an ABA training 
program within the previous three years and were currently running a home-based 
intervention for their children. Approximately 150 parents were recruited from the 
HOPE Center. Therefore, 23.33% of invited parent therapists took part in the current 
study. An unknown number of parents were also recruited through the use of 
snowballing and word-of-mouth. As mentioned above, it was not possible to ascertain 
how many HOPE parents and how many word-of-mouth parents participated in the study. 
As shown in Table 1, the majority of the parents were female, married, unemployed or in 
part-time employment, college educated, and between the ages of 25 and 57 years (M = 
38.22, SD = 7.17). Parents reported that they had been conducting their children’s
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interventions for an average of 44 months (or 3.7 years), for 31 hours per week, of which 
they acted as therapist on average 15 hours per week (details in Table 2). Similar to that 
of professionals, the mean social class background of the parents was in the upper middle 
class range (range = 30.5 -  64.5). The occupational composition of the parents was: 
42.4% unemployed; 0% unskilled laborers, service workers; 0% machine workers, 
semiskilled workers; 12.1% skilled craftsman, clerical sales workers; 30.3% medium 
business, minor professionals, technical; 6 .1 % major business, major professionals; and, 
9.1% other/not stated. The high educational status and SES of these families may not be 
representative of all families with a child with autism, but are likely to be typical of 
families conducting home interventions themselves (see Hastings & Johnson, 2001). 
Further demographic details of the parents, their families, and the children’s intervention 
can be found in Table 2.
Measures
Demographic Questionnaire. A demographic questionnaire was designed for the 
current study, with a different version for each group (see Appendix A). All participants 
were asked to provide information such as their marital status, employment status, and 
average yearly income. Parents were also asked for information about the children with 
autism, the children’s interventions, and the extent of parental involvement in the 
interventions. Responses to questions that pertained to money were converted into 
Canadian dollars. SES was measured with the widely used Hollingshead’s (1975) Four- 
Factor Index of Social Status. Participants were asked to provide information about their 
own and their partner’s (if applicable) educational level and occupation. Using this 
index, a single SES score, ranging from 8  to 6 6 , was calculated. In both groups, if the
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Table 2
Further Demographic Characteristics o f  the Parents’ Families and the Children’s 
Interventions
Characteristic % Mean (SD)





Age of the child with autism (years) 6.73 (3.22)
Number of other children in the family 1.94(1.25)
Length of the child’s intervention (months) 43.97 (31.45)
Age of the child at start of intervention (years) 3.05 (1.03)
Total intervention hours per week the child receives 30.85 (13.64)
Parent’s hours per week acting as therapist 14.89(11.46)
Parent’s partner acting as therapist 30.3
Partner’s hours per week acting as therapist 9.65 (7.35)a
Hours per week spent on other intervention activities 7.12 (6.33)b
Average amount of money (Canadian) spent yearly 
on treatment $27,358.82°
Note, n = 33.
an = 10. b n = 30. c n = 17.
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participant was married, the average SES score for the participant and the participant’s 
partner was used whenever possible. For single or separated participants, only the 
participant’s score was used. The index can be subdivided into five levels, with higher 
levels indicating higher SES.
Therapeutic Self-Efficacy Scale (Hastings & Symes, 2002). Participants’ beliefs 
about their efficacy as therapists were measured with a scale developed in previous 
research. The scale, presented in Appendix B, consists of five items measuring ratings of 
confidence, control, and satisfaction in the therapeutic role, difficulty with carrying out 
tasks, and perceived contribution to the child’s progress. A sample item from the scale 
reads: “How confident are you in carrying out the tasks that make up your child’s ABA 
program?” The items are rated on a 7-point Likert scale with appropriate end descriptors, 
such as “Not at all confident” (1) to “Very confident” (7). Item 2 is reverse coded. 
Scoring of the measure involved summing the item ratings to produce a total self-efficacy 
score. A higher score indicates greater self-efficacy. Previous research has shown that 
the scale has an excellent level of internal consistency, with Cronbach’s alpha ranging 
from .87 (Hastings & Symes, 2002) to .94 (Hastings & Brown, 2002a, 2002b). However, 
the reliability estimate in the current sample was somewhat lower (Cronbach’s alpha = 
.70). This estimate is still acceptable and was most likely due to the small variability in 
responses on this measure, since most participants reported similar feelings of efficacy 
(means ranged from 4.42 to 6.36 on the five 7-point items). Some degree of construct 
validity has also been demonstrated. Among a sample of teachers working with children 
with intellectual disabilities and/or autism, participants’ scores on this measure 
significantly predicted negative emotional reactions to challenging behaviours of the
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children (Hastings & Brown, 2002a). Specifically, those who felt more effective reported 
fewer fear/anxiety and depression/anger reactions to the children’s challenging 
behaviours. This scale was chosen as it is the only known measure that assesses self- 
efficacy specific to being an ABA therapist, and has been used in a similar sample of 
mothers acting as therapists. To adapt for use with professionals, the words “your child” 
in each item were changed to “a child” to ask about their self-efficacy in working with all 
children.
Social Support Questionnaire-6 (SSQ6; Sarason, Sarason, Shearin, & Pierce, 
1987). Participants’ social support resources were measured using the SSQ6 , shown in 
Appendix C. This 6 -item shortened version is derived from the original 27-item Social 
Support Questionnaire (SSQ; Sarason, Levine, Basham, & Sarason, 1983). This measure 
assesses both availability of support and satisfaction with support. Each item asks 
participants to list the people they could turn to under specific circumstances, to indicate 
their relationship with those people, and to rate how satisfied they are with the perceived 
available support. Satisfaction is rated on a 6 -point Likert scale from “Very dissatisfied” 
(1) to “Very satisfied” (6 ). The questionnaire includes such items as: “Whom can you 
count on to console you when you are very upset?” An overall support score was derived 
by calculating the mean of the total number of support persons listed. An overall 
satisfaction score was based on the mean of the six satisfaction ratings. The types of 
supports participants indicated (e.g., spouse, parent, friend) were also examined. 
Frequency counts were conducted on the number of participants in each group who listed 
a particular type of support. Using this frequency count, the percentage of participants in 
each group who indicated each support category was calculated. The scale has been
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demonstrated to be a reliable and valid measure. It has good internal reliability, with 
Cronbach’s alpha ranging from .90 to .93 (consistent with .94 in the current sample), and 
correlates significantly with the full SSQ (r = .95 to .96, p  < .001) and with other social 
support measures (Sarason et al., 1987). This measure was chosen to reduce 
administration time and also because it includes a measure of perceived satisfaction 
which research has shown is just as important, if not more so, than the actual number of 
supports (Beresford, 1994).
Beliefs about the Efficacy o f the Lovaas Method Scale (Hastings & Johnson,
2001). Participants’ beliefs about the efficacy of ABA interventions were assessed using 
a measure adapted from previous research. The original scale includes nine items that 
ask parents of autistic children about their beliefs in the efficacy of ABA for all children 
with autism and for their own child. Because it was assumed that the professionals in this 
sample did not have a child with autism, only the three items assessing beliefs in the 
efficacy of ABA for all children were used (see Appendix D). These items ask about the 
efficacy of ABA in the domains of education, social behaviour, and difficult behaviour. 
Each item is rated on a 7-point Likert scale, from “Not at all effective” (1) to “Very 
effective” (7). A total score was calculated by summing the ratings on each item, with a 
higher score indicating a more positive belief in the efficacy of the intervention. Internal 
consistency for the current sample (Cronbach’s a  = .41) was found to be lower than that 
reported for the original scale (Cronbach’s a  = .8 8 ). The lower reliability estimate may 
be due to the fewer number of items used and, similar to the self-efficacy measure, the 
lack of variability on this measure with almost all participants reporting very positive 
beliefs in the intervention (means, excluding outliers, ranged from 6.25 to 6.59 on the
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three 7-point items). Construct validity for the scale has also been demonstrated. In the 
original sample, scores on this scale were strongly predictive of parents’ scores on the 
pessimism subscale of the Questionnaire on Resources and Stress Friedrich Short Form 
(Hastings & Johnson). Parent therapists who had positive beliefs that the intervention 
being used was effective reported less pessimism about their children’s future than 
parents who had less positive beliefs. This measure was chosen for use as it has been 
used in a similar sample of parents acting as therapists and is the only known scale of this 
specific construct. Past research has generally relied on qualitative questioning to assess 
for intervention efficacy beliefs (e.g., Williams & Wishart, 2003). This scale, which was 
not published with the original article, was provided with permission by Richard Hastings 
(see Appendix D).
Knowledge o f Behavioural Principles as Applied to Children (KBPAC) 
Questionnaire - Short Form B (Furtkampt, Giffort, & Schiers, 1982). Participants’ 
knowledge of behavioural principles was measured with an abbreviated version of the 
Knowledge of Behavioral Principles as Applied to Children questionnaire (KBPAC; 
O’Dell, Tarler-Benlolo, & Flynn, 1979). Short Form B (presented in Appendix E) 
contains 1 0  multiple-choice items that assess how well an individual understands the 
application of behavioural principles with children. For example, one item asks how a 
parent should react when a child begins to whine and cry because he cannot go outside. 
Participants choose between four options, only one of which is correct on the basis of 
behavioural principles. Responses to each item were scored as correct or incorrect, and 
correct responses were summed to obtain a total score out of ten. Thus, a higher score is 
indicative of better knowledge. The original questionnaire has high internal reliability
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(K-R 20 = .94) and good content validity: parents who completed this questionnaire 
before and after a training workshop in behavioural principles increased their mean 
percent correct response from 48% to 85% (O’Dell et al., 1977). This short form version 
also has good internal consistency, K-R 20 = .77 (Furtkampt et al., 1982). Similarly, 
Cronbach’s alpha for the current sample was .76. This measure was chosen to reduce test 
administration time since the original test takes a lengthy 30 to 60 minutes to complete.
Marlowe-Crowne Social Desirability Scale - Form C (Reynolds, 1982). A short- 
form of the Marlowe-Crowne social desirability scale (Crowne & Marlowe, 1960) was 
used to measure social desirability (i.e., responding to self-evaluative questions in an 
overly socially approved manner). This measure was used to examine whether 
participants approached the measures with a response style that minimized or 
exaggerated their competence, specifically with respect to self-efficacy. The original 
scale is a true-false questionnaire of 33 items that are slightly undesirable but generally 
true of everyone. For example, a person who responds with “true” to the item “I have 
never deliberately said something that hurt someone,” is likely presenting themselves in a 
socially desirable way. To reduce test administration time, the 13-item version of this 
scale, Form C, was used (see Appendix F). Each socially desirable response was 
assigned a point. Points were summed to form an overall score ranging from 0 to 13. 
Higher scores indicate a lower likelihood of disclosing undesirable information on the 
self-report questionnaires. This short-form scale has an acceptable level of reliability, K- 
R 20 = .76 (consistent with .74 in the current sample), comparing favourably with the 
reliability of the standard Marlowe-Crowne form (K-R 20 = .82). This form also has 
good concurrent validity, correlating highly with the standard form (r = .93, p < .001) and
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with the Edwards Social Desirability scale (r = .41, p < .001) (Reynolds, 1982).
Construct validity has also been established through significant positive correlations with 
the M M PIL and K validity scales (Robinette, 1991).
Participants’ Views. To explore what factors participants personally believe are 
important or helpful for the therapist role, they were asked the following questions:
“What advice would you give to a parent just starting as a therapist in their child’s ABA 
program? What would help them be better therapists?” A basic content analysis 
procedure was performed on the responses by the researcher. The process included: (a) 
dividing the data into manageable parts (i.e., by participant response); (b) collecting 
similar responses together; (c) creating categories that described the similar responses 
within the general groupings; and (d) combining or splitting categories where the 
responses could best be described in a rearranged structure (Dey, 1993). Subsequent re­
coding of the data by a second person using the same coding scheme was performed to 
obtain a measure of interrater reliability. Because the data were not mutually exclusive 
and could be coded into more than one category, the use of kappa statistics to assess 
reliability was not appropriate (Stemler, 2001). Instead, the extent of agreement between 
the two coders was calculated using a percentage agreement index formula: [agreements / 
(agreements + disagreements)] X 100%. An agreement was defined as an instance when 
both raters coded a given answer into the same category. Interrater reliability was high, 
with an overall percent agreement of 8 8 %. Disagreements were resolved through 
discussion and consensus until 1 0 0 % agreement on all cases was reached.
Procedures
The study received ethics approval from the University of Windsor Research
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
34
Ethics Board. All potential participants that met inclusion criteria were sent a recruitment 
flyer (see Appendix G) through the various organizations described previously. Flyers 
were distributed through mail, e-mail, and/or in person at support group and staff 
meetings. The flyer provided an Internet web address where participants could access the 
questionnaire online, and a password to use to ensure that the questionnaire was 
completed by invited participants only. The website displayed the study information 
sheet (see Appendix H) which described the nature and purpose of the study, informed 
participants of their rights as research participants, and provided contact information if 
they had questions or required further information. Participants were then directed to the 
questionnaire appropriate for their group, which they completed online in the order as 
presented in the Appendices. Because of the nature of the online questionnaire, random 
ordering of the measures was not possible. However, the order was held constant in both 
groups and the titles of all questionnaires were removed to avoid biasing the responses of 
participants. In order to ensure anonymity and confidentiality, participants were not 
asked for their name or any identifying information. Rather, consent to participate was 
assumed upon completion of the questionnaire, which was estimated to take 
approximately 30 minutes. Participants who completed the questionnaire were then 
given debriefing information (see Appendix I) and access to a separate form where they 
could apply for a draw. At the close of the study, one participant was chosen at random 
to win a $100 gift certificate to an online bookstore. All participants were able to obtain 
feedback and information about the results of the study through the study website as well 
as the research supervisor’s website.
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Results
Preliminary analyses are first presented, including data screening and the 
correlational relationships between variables. Then, the main analyses examining the 
hypotheses, comparing the professional therapists and parent therapists on each of the 
dependent variables, are presented. Next, supplementary analyses assessing the 
relevance of country and social desirability are provided. Finally, results of the 
qualitative analysis are shown.
Preliminary Analyses
Data Screening. Prior to analysis, all variables were examined for accuracy of 
data entry, missing values, outliers, and assumptions of analysis. Variables were 
examined separately for each group. Several of the demographic questions within the 
parent group had missing values on more than 5% of the cases. These questions pertain 
to the employment status of the partner, hours per week the partner acts as therapist, 
hours per week spent in other intervention activities, and the average amount of money 
being spent yearly on treatment. Because these demographic variables were not critical 
to the main analyses, they were excluded from any analyses and retained for descriptive 
purposes only. The SES variable among the parent group also had more than 5% of cases 
with missing values (n = 6  missing), due to a lack of data on at least one of the questions 
required to calculate SES. For this variable, the expectation maximization method was 
performed in SPSS to replace the missing values (as recommended by Tabachnick & 
Fidell, 2001). In addition, two of the dichotomous demographic variables were found to 
have 90 -  10 splits between categories: the sex of professional participants (97.2%
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female, 2.8% male) and parent participants (90.9% female, 9.1% male) and the marital 
status of parent participants (90.9% married, 9.1% separated). These variables were also 
excluded from analyses, as recommended by Rummel (1970).
Two cases, one parent and one professional, were identified as univariate outliers 
because of their low beliefs in the efficacy of the intervention {z scores in excess of ±
2.50,p  < .01, two tailed test). Accordingly, a transformation was performed on the 
variable. In this case, a logarithmic transformation was used because the variable was 
substantially negatively skewed in both groups. After transformation, the outliers no 
longer remained and the variable was found to be normally distributed. One other case, 
in the parent group, was identified as a univariate outlier having an extremely high z 
score on the number of social support resources variable. To reduce the impact of this 
outlier, the participant’s score was changed to one unit larger than the next most extreme 
score in the parent group. No multivariate outliers were found.
The satisfaction with social support variable was found to be moderately 
negatively skewed within each group and the number of social support resources variable 
was found to be moderately positively skewed. Transformations were not performed on 
these variables because analyses of variance are generally robust to violations of 
normality (Tabachnick & Fidell, 2001). Indeed, when the results of the main analyses 
were repeated using square root transformations of these two variables, similar results 
were obtained. Therefore, the variables were left in their original raw data form and 
these additional analyses are not discussed further.
Relationship Between Demographic Variables. Bivariate correlational analyses 
were performed to assess for any significant relationships between the demographic
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variables within each group. Because of the number of analyses conducted, a 
conservative alpha level of .01 was used to test for significance. The Pearson correlation 
coefficients among variables are provided in Table 3 for the professional group and in 
Table 4 for the parent group. Variables with significant associations are discussed below.
Among professionals, age, marital status, and average yearly household income 
were all positively correlated (see Table 3). Thus, there was an association between 
being older, being married, and having a higher income. In addition, the employment 
status of the participant was positively correlated with the number of hours per week the 
person worked (r = .81, p  < .0 0 1 ) as well as with the number of children with autism the 
person worked with (r = .49, p  < .01). That is, professionals who worked full-time were 
likely to work more hours per work and with more children. Finally, the correlation 
matrix in Table 3 shows that there was a significant positive association between all of 
the variables assessing experience as a therapist. Specifically, the number of years 
participants have worked for, the number of hours in a week they work, and the number 
of children with autism they work with were all positively correlated.
Several significant associations between demographic variables were also found 
among the parent therapist group. Table 4 shows that the age of the participant, the age 
of the child with autism, and the length of time that the parent has been conducting the 
intervention were all positively correlated. That is, parents who were older tended to 
have an older child with autism and have been conducting the intervention for a longer 
period of time. In addition, SES was positively correlated with average yearly household 
income (r = .59, p  < .001). As would be expected, parents with a higher SES also had a 
higher household income.


















Correlations Among the Demographic Variables in the Professional Sample
Variables
Variables 1 2 3 4 5 6 7 8  9
1. Age 1
2. Marital status
(Single = 0, Married = 1 ) .57** 1
3. Employment status
(Part-time = 0, Full-time = 1) .18 . 0 2 1
4. Income .57** .54** .40* 1
5. SES - . 1 1 -.31 .17 - . 0 1  1
6 . Country
(U.S. = 0, Canada = 1) . 0 1 - . 0 2 -.09 .04 -.20 1
7. Years of experience .08 .06 .42* .26 .38* -.30 1
8 . Hours per week of work . 1 0 - . 0 2 .81** .31 .14 -.25 .58** 1
9. Number of children working
with .13 .15 4 9 ** .24 .33 -.40* .62** .61** 1
Note, n = 36.




















Correlations Among the Demographic Variables in the Parent Sample
Variables
Variables 1 2 3 4 5 6 7 8 9 1 0 1 1 12 13
1. Age 1 .
2. Employment status
(Unemployed = 0, Working =1) .07 1
3. Income . 0 1 .2 1 1
4. SES .34 .08 .59** 1
5. Country
(U.S. = 0, Canada = 1) .33 . 2 0 . 1 2 .18 1
6 . Child’s gender
(Female = 0, Male =1) .29 .23 .08 -.05 -.32 1
7. Child’s age 4 9 ** .06 .14 .30 .32 .03 1
8 . Other children in family .07 .06 - . 2 1 -.05 -.15 .15 .14 1
9. Length of intervention .55** -.16 .06 .30 .26 - . 1 0 92** .09 1
10. Child’s age at start -.09 .43* .29 .16 . 2 2 .17 .42* .26 .1 1 1
11. Hours/week of intervention .28 . 1 0 - . 0 2 .24 .15 .27 .13 .09 .13 -.08 1
12. Hours/week as therapist .16 - . 1 2 -.39* -.07 .08 .08 -.14 -.13 - . 0 1 -.32 . 1 2 1
13. Spouse involved
(No = 0, Yes = 1) .07 .03 - . 1 2 - . 0 1 .24 .07 -.16 -.18 -.15 - . 1 0 .16 .29 1
Note, n = 33.




Relationship Between Demographic and Dependent Variables. A number of 
correlational relationships between demographic and dependent variables were also 
found. Again, an alpha level of .01 was used. Among professional therapists, the 
number of hours participants worked in a week was positively correlated with their 
knowledge of behavioural principles (r = .51, p  < .01), indicating that professionals who 
had more weekly experience conducting behavioural interventions were more likely to 
have a better knowledge of behavioural principles. Professionals’ employment status was 
positively correlated with their self-efficacy (r = .45, p < .01), such that professionals 
who worked full-time were more likely to feel effective in the role as therapist than were 
those who worked part-time. In addition, professionals’ number of social support 
resources and their satisfaction with support were positively correlated (r = .51, p < .0 1 ), 
indicating that participants with more support sources were also more satisfied with their 
support.
As for professionals, parents’ number of social support resources and their 
satisfaction with support were positively correlated (r = .59, p < .001). Other unexpected 
associations were found among parent therapists. The number of hours per week the 
parent acted as therapist was negatively correlated with their knowledge of behavioural 
principles (r = -.61, p  < .001). In contrast to the professionals, parents who worked more 
hours in a week had a lower knowledge of behavioural principles. Finally, there was a 
significant negative correlation between SES and satisfaction with social support (r = - 
.60, p  < .001), suggesting that parents with a higher SES were less satisfied with their 
support.
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Main Analyses
Descriptive statistics of the dependent measures for each group, including means, 
standard deviations, and minimum and maximum values are provided in Table 5.
Because of the number of analyses conducted, an alpha level of .01 was used for all tests. 
The analyses for each of the dependent variables is discussed below, and a summary of 
the results is presented in Table 6 .
Knowledge o f Behavioural Principles. To test the hypothesis that parent 
therapists would have less knowledge of behavioural principles than professional 
therapists, a one-way between-subjects analysis of covariance (ANCOVA) was 
conducted. This analysis was chosen because participants’ prior experience as therapists 
was significantly positively correlated with their knowledge at the .05 level, r = .26, p  = 
.03. That is, participants who had been acting as a therapist for a longer period of time 
were more knowledgeable than participants who were less experienced. To assess 
experience, parents’ response to the demographic question asking how long they had 
been conducting the intervention, in months, had been calculated into years. These data 
were then compared with professionals’ response to the question asking how long they 
had been working as a therapist, in years. Experience was independent of condition, with 
a one-way between-subjects analysis of variance showing that the groups did not 
differ in their years of experience as therapists, F ( l, 67) = 3.27, p  > .05. Accordingly, the 
ANCOVA was conducted to yield a more precise estimate of group differences by 
reducing the within-group variability associated with differences in experience.
Levene’s test of equal variances, testing the homogeneity of variance assumption, 
was not significant [Levene F( 1, 6 6 ) = 2.46, p > .05]. An evaluation of the homogeneity
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Table 5
Means, Standard Deviations, and Minimum and Maximum Values fo r  all Dependent 
Measures
Mean (SD) Minimum Maximum
Variable PR PA PR PA PR PA
Knowledge 7.25 (2.22) 6.36 (2.78) 2 . 0 0 1 . 0 0 1 0 . 0 0 1 0 . 0 0
Self-efficacy 28.58 (3.08) 27.58 (4.48) 2 2 . 0 0 18.00 34.00 34.00
Social support
(number) 2.43 (1.05) 1.29 (1.01) 0.67 0 . 0 0 4.78 3.79a
Social support
(satisfaction) 5.38 (0.64) 4.36 (1.46) 3.83 1 . 0 0 6 . 0 0 6 . 0 0
Beliefs in
intervention 19.67 (1.77) 19.09 (1.96) 15.00 14.00 2 1 . 0 0 2 1 . 0 0
Social
desirability 6.50 (3.04) 7.03 (3.23) 0 . 0 0 0 . 0 0 13.00 13.00
Note. PR = professional sample (n = 36), PA = parent sample (n = 33). 
a The value shown is the changed outlier with a score one unit larger than the next most 
extreme case in the group. b All values shown for this variable describe the 
untransformed data.
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Table 6
Summary o f Results Comparing Professionals and Parents on each o f the Dependent 
Variables
Variable Source d f F n2 P
Knowledge Experience 1 6.84** .09 .0 1
Group 1 4.24* .06 .04
Within-group error 6 6 (5.77)
Self-efficacy Experience 1 7 .4 7 ** . 1 0 .0 1
Group 1 2.93 .04 .09










(satisfaction) Group 1 7  7i** .1 1 .0 1
SES 2 5.93** .16 . 0 0
Group*SES 2 10.85** .26 . 0 0
Within-group error 63 (0 .8 6 )
Social support 
(number) Satisfaction 1 23.97** .27 . 0 0
Group 1 7.45** . 1 0 .0 1
Within-group error 6 6 (0.79)
Note, n = 3 6  for professionals, n = 33 for parents. Values enclosed in parentheses 
represent mean square errors.
* p  < .05, ** p  < .01.
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of regression assumption was also not significant, F ( l, 65) = 0.24, p  > .05. Thus, the 
assumptions required when conducting an ANCOVA were met. The results of the 
analysis of covariance indicate that the experience variable did provide a significant 
adjustment to participants’ knowledge scores, F( 1, 6 6 ) = 6.84, p  < .01, partial r\ = .09. 
There was no significant main effect of group at the .01 level, F( 1, 6 6 ) = 4.24, p  = .04. 
The adjusted marginal means show that the parent therapists’ did have a lower 
knowledge of behavioural principles (M = 6.19, SE = 0.42) than that of the professional 
therapists (M = 7.41, SE -  0.42), although this difference did not reach the required 
significance level. Results of the analysis repeated without adjustment for the experience 
covariate supported the non-significant finding and the use of the ANCOVA as the more 
powerful test of group differences [F(l, 67) = 2.16, p > .05],
Self-Efficacy. To test the hypothesis that parents would feel less effective in the 
role of therapist than would professionals, a one-way between-subjects analysis of 
covariance was performed. As in the prior analysis, there was a significant positive 
correlation between self-efficacy and experience at the .05 alpha level, r = .28, p  = .02. 
Therapists with more experience felt more confident and effective. Therefore, the 
ANCOVA was performed to adjust for participants’ prior experience.
The results of Levene’s test of equal variances was not significant, Levene F (l, 
67) = 1.20, p  > .05. The test of homogeneity of regression was also non-significant, F (l, 
65) = 1.27, p  > .05. Thus, the assumptions of the ANCOVA were met. The experience 
variable did, in fact, make a significant adjustment to participants’ self-efficacy scores, 
F (l, 6 6 ) = 7.48, p  < .01, partial r)2 = .10. After adjusting for the covariate, no significant 
difference between groups was found for self-efficacy, F (l, 67) = 2.93, p  > .05. A
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comparison of the adjusted marginal means shows that the self-efficacy of the parents (M  
= 27.30, SE = .64) did not differ significantly from the self-efficacy of the professionals 
(M = 28.84, SE = 0.61). A similar non-significant finding was found when the analysis 
was repeated without adjustment for participants’ prior experience, F ( l, 67) = 1.20, p  > 
.05.
Objective versus Subjective Efficacy. The hypothesis that parents’ self-efficacy 
and knowledge scores would be more divergent than those of the professionals was tested 
with a profile analysis parallelism test using SPSS GLM repeated measures. Group was 
the between-subjects factor and participants’ knowledge and self-efficacy scores were the 
within-subjects factors. This test examines whether the profile of scores in one group 
differs from the profile of scores in the other group. Because a profile analysis requires 
that all dependent variables are measured on the same scale, participants’ raw scores on 
the two measures were first converted to standardized z scores to allow for direct 
comparison.
The assumption of homogeneity of variance/covariance matrices for each 
dependent variable using Box’s M  test was met, Box’s M(3, 1080418) = 2.20, p  > .05). 
Using Pillai’s criterion, the parallelism test was found to be non-significant, Pillai’s Trace 
= .00, F(l ,  67) = .09, p  > .05. The groups did not differ in their profile of scores on the 
two variables. This finding was not unexpected since the groups did not significantly 
differ in their knowledge or self-efficacy in the separate univariate analyses.
Social Support. Parents were hypothesized to report fewer sources of support and 
less satisfaction with support than would the professionals. The two social support 
variables were found to be significantly positively correlated (r = .61, p  < .0 0 1 ) and had a
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unexpected given that the variables were closely related. Accordingly, rather than 
conducting separate univariate tests, these hypotheses were tested with a stepdown 
analysis in order to correct for the lack of independence. Satisfaction with support was 
chosen as the higher-priority dependent variable due to theoretical considerations, with 
prior research showing that satisfaction with support is often more important than number 
of supports (e.g., Beresford, 1994). Therefore, satisfaction with support was tested first 
with a univariate analysis. Next, number of supports was tested in an ANCOVA to 
assess for unique group differences, after adjusting for differences already attributed to 
participants’ satisfaction with support.
Satisfaction with support was found to be significantly negatively correlated with 
socioeconomic status at the .05 alpha level, r = -.28 p = .02. Therefore, the influence of 
participants’ SES needed to be taken into consideration. However, an ANCOVA which 
would adjust for within-group variability due to SES could not be performed. The 
homogeneity of regression assumption was violated [F(l, 65) = 11.13, p  < .001], 
indicating that there was a significant interaction between SES and group. Consequently, 
a 2 x 2 between subjects ANOVA was conducted so that SES could be added as a second 
independent variable and the interaction between SES and group could be examined. The 
two independent variables were group with two levels (professional versus parent) and 
SES with two levels (lower versus higher SES). Participants with SES scores in the 
lowest range (30.5 - 53) and the highest range (54 -  6 6 ) were grouped into the lower and 
higher SES categories, respectively. A one-way between-subjects ANOVA showed that 
there were no group differences on the SES variable [F(l, 67) = 2.80, p  > .05], indicating
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that the two independent variables were, in fact, independent of one another.
Levene’s test of homogeneity of variances was found to be non-significant, 
Levene F (3, 65) = 2.51, p > .05. A significant interaction of group and SES was found, 
F (l, 65) = 21.10,/? < .001, partial rj2 = .25. This interaction was examined using a simple 
main effects analysis of group at each level of SES. Figure 2 illustrates this interaction. 
As shown, there were no significant effects of group in the lower SES category [F(l, 65) 
= 0.67, p  > .05]. That is, parents and professionals with a lower social class background 
did not differ significantly in their mean satisfaction with support. However, there was a 
significant simple main effect of group in the higher SES category, F ( l, 65) = 37.04, p  < 
.001. That is, in the higher social background, parents’ mean satisfaction with support 
(M = 3.02, SE = 0.29) was significantly lower than professionals’ mean satisfaction (M = 
5.49, SE  = 0.22). Overall, this pattern of findings suggests that SES has an effect on 
parents’ satisfaction with their social support, but only when participants have a higher 
social class background.
The univariate analyses revealed a significant main effect for both group [F (l, 65) 
= 35.45, p  < .001 partial t | 2 = .35] and for SES [F(l, 65) = 13.29, p < .001, partial rj2 = 
.17]. However, these univariate findings should only be interpreted in light of the 
significant interaction. Parent therapists were significantly less satisfied with their 
support (M  = 4.31 ,SD  = 0.16) than were professional therapists (M = 5.35, SD = 0.17).
In addition, lower SES participants were significantly more satisfied with their support 
(M  = 5.08, SE = 0.96) than were participants in the higher SES category (M  = 4.61, SE = 
1.48).
Inspection of the means indicated that professionals with higher SES reported





















Note. Cell sample sizes are: lower SES professionals (n = 18), higher SES professionals 
(n = 18), lower SES parents (n = 23), higher SES parents (n = 10).
Figure 2. The interaction between group and SES category on participants’ mean 
satisfaction with social support.
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more sources of support (M  = 2.49, SD = 1.05) than professionals with lower SES (M  = 
2.36, SD  = 1.09). Professionals with higher SES were also more satisfied with their 
support (M  = 5.49, SD = 0.48) than were professionals with lower SES (M = 5.27, SD = 
0.76). In contrast, parents with higher SES reported fewer supports (M  = 0.81, SD =
0.64) than did parents with lower SES (M = 1.50, SD = 1.08), and parents with higher 
SES were less satisfied with their support (M = 3.02, SD = 1.34) than were parents with 
lower SES (M  = 4.95, SD = 1.09).
Next, in order to test for group differences on number of supports, a one-way 
between subjects ANCOVA was conducted, taking into account participants’ satisfaction 
with support. Levene’s test was not significant, Levene F (l, 67) = 2.16, p  > .05. The 
homogeneity of regression test was also not significant, F (l, 65) = 2.82, p  > .05. A 
significant main effect of group on number of supports was found, stepdown F( 1, 6 6 ) = 
7.45, p  < .01, partial r\2 = .10. Therefore, a unique significant group difference on 
number of supports was still obtained after adjusting for differences in satisfaction with 
support which had been previously tested. The adjusted marginal means show that parent 
therapists reported fewer sources of support on average (M  = 1.55, SE = 0.16) than did 
the professional therapists (M = 2.19, SE = 0.16). A significant finding was also 
demonstrated when the covariate was not taken into account, F ( l, 67) = 20.75, p < .001, 
partial p2 = .24.
Finally, an analysis of the types of social support sources reported by participants 
was conducted. Of the 69 participants, 65 included information about their relationship 
with each support person they listed (the four others either had listed no supports or did 
not indicate the type of relationship). The various types of supports reported by
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participants and the percentage of professionals and parents that indicated each type of 
support are displayed in Figure 3. As illustrated, professionals mainly received support 
from their parents (86.1%), other relatives (83.3%), friends (83.3%), and their significant 
other (69.4%). Parents indicated that they received support mainly from their significant 
other (82.8%) and from friends (55.2%). In addition, the majority of parents indicated 
receiving support from informal sources, with only 13.8% of parents listing a 
professional or formal service as a source of support.
Beliefs in the Efficacy o f the Intervention
To test the hypothesis that parents would believe less strongly in the efficacy of 
the ABA intervention than would professionals, a one-way between-subjects ANOVA 
was conducted using the logarithmic transformation of the variable. An examination of 
correlations for possible covariates showed no significant associations and, accordingly, 
no other variables were included in the analysis. The assumption of homogeneity of 
variance between groups was not violated, Levene F{ 1, 67) = 0.00, p  > .05. The analysis 
of variance showed that the groups did not differ in their beliefs in the intervention, F( \, 
67) = 2.02, p  > .05. Comparison of the untransformed mean scores show that both parent 
therapists (M  = 19.09, SD = 1.96) and professional therapists (M = 19.67, SD = 1.77) had 
a similar level of positive beliefs in the efficacy of the intervention.
Supplementary Analyses
Country. Because the majority of professional therapists were from Canada and 
the majority of parent therapists were from the United States, there was a possibility that 
the obtained significant differences could be attributed to country differences rather than 
group differences. Specifically, the finding that professionals had a significantly higher















Note, n = 36 for professionals and n = 29 for parents who reported the types 
of social support they received. The following helping resources were collapsed: 
Significant Other (partner, spouse, boyfriend/girlfriend), Relatives (cousins, aunts/uncles, 
nieces/nephews, grandparents), Professionals (therapists, counsellors, social workers), 
and Other (Pet, God, Hairdresser, Nanny).
Figure 3. The sources of social support reported by professionals and parents and the 
percentage of participants who endorsed them.





number of support resources and higher satisfaction with social support could instead be 
the result of Canadian participants being higher on these variables than the American 
participants. To test this possibility, all prior main analyses were repeated comparing 
Canadian participants and American participants on each of the dependent variables.
These results are summarized in Table 7. As shown, no significant differences 
were found between Canadians and Americans on their knowledge, self-efficacy, or 
beliefs in the intervention. More importantly, the groups also did not differ on their 
number of social support resources [F(l, 6 6 ) = 3.82,/? > .05] or their satisfaction with 
social support [F (l, 63) = 01, p  > .05].
The same analyses of variance were repeated within each group with similar 
results. That is, Canadian professionals did not differ significantly from American 
professionals on any variables. Similarly, Canadian parents did not differ significantly 
from American parents on any variables. Therefore, these findings lend support to the 
conclusion that the significant group differences that were obtained for the social support 
variables are likely due to true group differences, not country differences.
Social Desirability. Another important consideration in this study was that 
participants may have responded to the self-report questionnaires in a socially desirable 
manner. First, a one-way between-subjects ANOVA was conducted to examine whether 
the groups differed in their social desirability. The variances of the groups were 
homogenous, Levene F( 1, 67) = .03,p >  .05. No significant difference between groups 
was found, F ( l, 67) = .50, p  > .05. The social desirability scores of the parents (M =
7.03, SD = 3.23) were similar to the scores of the professionals (M = 6.50, SD = 3.04). 
Furthermore, these means are comparable to the mean score reported in Reynold’s
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Table 7
Summary o f Results Comparing Canadian and American Participants on each o f the 
Dependent Variables
Variable Source d f F P
Knowledge Experience 1 4.74* .07 .03
Country 1 0 . 1 1 . 0 0 .08
Within-group error 6 6 (6.13)
Self-efficacy Experience 1 6.17* .09 . 0 2
Country 1 1 .2 1 . 0 2 .28










(satisfaction) Country 1 0 . 0 1 . 0 0 .94
SES 2 1.59 .05 .2 1
Country*SES 2 0.49 . 0 2 .61
Within-group error 63 (0 .8 6 )
Social support 
(number) Satisfaction 1 40.23** .38 . 0 0
Country 1 3.82 .06 .06
Within-group error 6 6 (0.83)
Note, n = 36 for Canadian participants, n = 33 for American participants . Values 
enclosed in parentheses represent mean square errors.
* p  < .05, ** p  < .01.
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(1982) original sample (M = 5.67, SD = 3.20).
Next, correlational analyses were performed within each group to assess whether 
participants’ scores on the social desirability measure were correlated with any scores on 
the other dependent measures. Table 8  provides the results and shows that no significant 
associations were found for either group. Thus, there is no indication that participants’ 
tendencies to respond in a socially desirable manner affected their responses to the 
questionnaire measures.
Qualitative Analysis
Sixty-three of the participants (32 professionals and 31 parents) responded to the 
question asking what factors would facilitate effective therapist performance. As a result 
of the content analysis, these responses were broken down into 160 items that described a 
particular type of advice. Similar items were grouped together to form eleven general 
categories of advice. Twenty-eight of the items (i.e., 17.5% of the total items) could not 
be coded into a general category because they were mentioned by less than 1 0 % of both 
groups. These low-frequency items were combined into a general ‘other’ category.
These categories, along with general descriptions and examples of specific participant 
responses, are outlined in Table 9.
Figure 4 shows the percentage of participants that endorsed each category.
Because the most frequently mentioned categories differed between groups, percentages 
are shown separately for each group. As illustrated, the top facilitating factors mentioned 
by professional therapists were, in order from highest to lowest frequency, consistency 
(37.5%) / believing in ABA (37.5%); patience (28.1%) / working with professionals 
(28.1%); persistence (21.9%); social support (18.8%) / education (18.8%); and,
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Table 8
Correlations between Professionals’ and Parents’ Social Desirability Scores and Scores 
on the Dependent Measures
Measures
Measure








Professionals (n = 36)
Social
desirability
.26 -.22 -.07 .03 .08
Parents (n = 33)
Social
desirability
-.04 .16 .08 . 2 1 -.34
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Table 9
Categories fo r  the Advice Described by Participants in Alphabetical Order, Including




Understanding the child’s 
behaviours and being in control 
of the child’s care and education.
“Nobody has more at stake in 
your child’s welfare than do you. 
Be in control”
“You should be the primary 
guiding light for your child”
Believing in 
ABA
Trusting the ABA method and 
the therapy program. Believing 
that it will work and will help the 
child.
“Believe in ABA! I’ve seen it do 
miracles!”
“Keep expecting a positive 
outcome”
Consistency Being consistent with the 
program, with the child, and 
across environments and 
situations.
“Keep the programming the most 
consistent for your child”
“Be as consistent as possible in 
your approach to all situations”
Education Being trained and knowledgeable 
about behaviour and ABA 
techniques. Includes reading, 
learning from research, taking 
courses and attending workshops 
and conferences.
“Try your best to learn the 
reasons behind the techniques 
you are using so you can 
generalize your skills”
“It is important to become 
familiar with ABA, not just ABA 
for Autism”
Exploring Keeping an open mind and trying 
everything.
“Try other things to see what 





Staying involved in the child’s 
progress. Includes keeping good 
records, and taking and 
maintaining careful data.
“Be an active member of your 
child’s progress”
“Make revisions and changes 
based on the data on how the 
particular child is doing”




Patience Being patient and understanding 
that the intervention will be 
difficult at the beginning and that 
progress may be slow.
“Keep in mind the goal you’re 
trying to achieve. It will come 
piece by piece”
“Be prepared for a long, but 
worthwhile road ahead”
Persistence Never giving up and sticking 
with the intervention over time.
“Always follow through and stick 
with it”
“Never, never, never give up!”
Separating the 
role of parent 
and therapist
Acting like an outside therapist 
would. Includes being objective, 
depersonalizing therapy, and not 
confusing therapy with parenting.
“Go about delivering the 
programs the same way an 
outside therapist would”
“A parent can be overly tough or 
overly soft and as a therapist you 
have to remain as neutral as 
possible”
Social support Ensuring that others are around to 
act as a support system. Includes 
support groups or just having 
someone to talk to.
“This work is really challenging 
and you’ll always need someone 
to share the ups and down with 
you”




Getting guidance and feedback 
from professionals. Includes 
hiring professionals to run the 
therapy, asking for help, and 
following their advice and 
instructions.
“Listen to what the therapist has 
to say. Follow their instructions 
as best you can”
“I would suggest therapists be 
hired to run the ABA program as 
children tend to do better with 
people who sustain a teacher- 
student relationship”
Other Low frequency items, including: 
being calm, strong, having a 
sense of humour, praying, loving 
the child, taking care of oneself, 
knowing one’s strengths and 
weaknesses, etc.
“Always praise and give love” 
“Believe in your child’s ability” 
“Take good care of yourself and 
your other relationships”
Note. N  = 63 participants who provided advice.
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■  Professionals 
□  Parents
Category
Note, n = 32 for professionals and n = 31 for parents who provided advice.
Figure 4. The categories of advice reported by participants and the percentage of each 
group who mentioned them.















separating the role of parent and therapist (15.6%). Among parent therapists, the top 
mentioned facilitating factors were: education (41.9%); social support (25.8%); 
persistence (22.6%); patience (19.4%) / being the child’s expert (19.4%); and, separating 
the role of parent and therapist (12.9%) / working with professionals (12.9%). While the 
specific percentages differ between groups, the data demonstrate a large amount of 
overlap in the types of categories mentioned by participants. A main difference was that 
professionals mentioned the importance of being consistent and believing in ABA -  
categories which were not highly endorsed among parents. In addition, parents wrote 
more about the value of education and the importance of being the child’s expert.




The present study compared professional behaviour therapists with parents of 
children with autism also acting as therapists. The purpose of the study was to explore 
how parents and professionals differed on factors that contribute to effective therapist 
performance. The findings supported the hypotheses that parents would have fewer 
social support resources and would be less satisfied with their support than would the 
professionals. Furthermore, these significant differences were found to be independent of 
the country of participants or a social desirability response bias. The other hypotheses of 
this study, however, were not supported. The findings indicated that parents and 
professionals were similar in relation to their knowledge of behavioural principles, self- 
efficacy, and beliefs in the efficacy of the intervention. While, as predicted, scores of the 
professional therapists exceeded those of the parent therapists for these three variables, 
the difference between groups in each case was not significant. Each of these results is 
discussed in further detail below, followed by implications of the findings and 
suggestions for improving training programs. Finally, limitations and strengths of the 
present study are discussed and ideas for future research are presented.
Social Support
Number and Satisfaction. Several of the participants provided advice stressing 
the importance of having social support. One professional wrote: “Be sure to have a 
strong support system in place! This work is really challenging and you’ll always need 
someone to share the ups and downs with you.” A parent similarly suggests: “Establish a 
support network even if that is just one person who is always there for you.”
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The results of the study demonstrated that parents had less social support than did 
professionals. In fact, parents reported almost 50% fewer social support sources than did 
the professionals. The results also demonstrated that parents with the highest SES were 
significantly less satisfied with their support than were professionals with high SES. 
Notably, while professionals with higher SES had more support and were more satisfied 
with that support than professionals with lower SES, the opposite pattern was found 
among parents. Parents with the highest SES reported fewer support sources and less 
satisfaction with support than did parents with lower SES.
The finding that parents had fewer sources of support is consistent with prior 
research showing that parents of children with autism are at higher risk of experiencing 
social isolation and increased feelings of stigmatization than other individuals (e.g., 
Sanders & Morgan, 1997; Weiss, 2002). There are several possible explanations for this 
finding. The majority of participants in this sample were mothers and research shows 
that mothers of a child with autism are at high risk for experiencing social stigma (Gray, 
2002b). On a practical level, the amount of time which these parents must invest in 
caring for and in providing treatment for their child may leave little time for developing 
or maintaining friendships. Furthermore, the mothers in this sample were not generally 
in outside full-time employment. Thus, they lack the social support which is often 
available from co-workers, in contrast to professionals who have this extra social network 
around them for support (Gray & Holden, 1992; Shu & Lung, 2005). In fact, close to 
2 0 % of professionals in this sample indicated a co-worker as one of their sources of 
support. Less than 1% of parents did the same. Lastly, some of the social isolation 
experienced by parents might be self-imposed. Research suggests that parents of children
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with autism may restrict their social lives and minimize contact with others in order to 
limit potentially disturbing encounters that could arise (Gray, 2002b). Overall, then, it is 
not surprising that parents in this sample reported a smaller social support network than 
did the professionals.
The finding that parents with the highest SES reported the lowest satisfaction with 
support was unexpected. However, a similar finding has been previously reported. 
Sarkadi and Bremberg (2005) found that parents who were accessing support online and 
who had higher income levels and more education reported less perceived social support 
than parents with lower levels of income and education. In the present sample, the low 
satisfaction may be directly linked to the parents’ support network. In general, higher 
SES is linked to greater social support (e.g., Huang & Tausig, 1990). Parents with the 
highest SES may, therefore, have reported the lowest satisfaction with support because 
they also had the least amount of social support in the sample. Another possibility is that 
high SES parents are the least satisfied because they may believe that their benefits 
should afford them greater treatment and support services, which these parents may or 
may not be receiving. Unfortunately, the present study was not able to assess what 
aspects of their support parents were satisfied or dissatisfied with. Obtaining a more 
complete picture of these support variables should be an area of further research.
Types o f  Social Support. Parents in this study indicated receiving social support 
mainly from two sources - spouses (82.8%) and friends (55.2%). In contrast, the majority 
of professionals received support from four main sources - their significant other/spouse 
(69.4%), friends (83.3%), parents (86.1%), and other relatives (83.3%). This finding is 
consistent with a study showing that spouses and friends were two of the highest rated
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helpful sources of support for mothers of a child with autism (Bromley, Hare, Davison, & 
Emerson, 2004). Bromley et al. reported that the next rated helpful sources, to a lesser 
degree, were parents and relatives. It is unclear why parents in the current study did not 
indicate receiving support from their parents and relatives.
The finding that spouses are the most important form of support for parents is a 
positive one, as perceived social support from the spouse has typically been associated 
with reduced stress in parents of children with autism (Saloviita, Italinna, & Leinonen, 
2003). Several parents in this sample indicated the importance of this relationship, for 
example: “Keep your relationship with your spouse a priority -  work at it because you 
need another close person to be with and talk to.”
The other main finding was that the majority of support that parents listed was 
from informal sources. Strikingly, few parents identified formal or professional services 
as sources of support. However, it is important to consider that the nature of the measure 
used to assess support was not conducive to parents thinking of professionals as sources 
of support. Specifically, the measure asked about sources that provide emotional support, 
and past research indicates that formal sources are usually regarded as offering practical 
support rather than emotional support (Beresford, 1994). Still, this finding is consistent 
with research showing that informal support, particularly from the immediate family, is 
the most common form of support among parents of children with autism (Sharpley, 
Bitsika, & Efremidis, 1997). In contrast, these families consistently report negative, 
unhelpful, or unsupportive relationships with professionals and formal services (e.g., 
Johnson & Hastings, 2002). Many parents either have difficulty accessing services, do 
not receive all the services to which they are entitled, are dissatisfied with the services
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they do receive, or have difficulty finding out about available services in the first place 
(Beresford, 1994). For example, a few parents in this study wrote about their frustrations 
and difficulties in accessing funding from formal services to support their children’s 
intervention, forcing the parents to run the intervention themselves. Thus, rather than 
being a source of support, formal services may be a source of additional stress for 
parents.
Knowledge o f Behavioural Principles
Many participant responses highlighted the importance of knowledge of 
behavioural principles. One parent wrote: “Educate yourselves, taking advantage of all 
workshops and courses available. Read various books, taking what your child needs 
from each. It is important to become familiar with ABA, not just ABA for autism”. A 
professional therapist offered similar advice with an explanation:
Take a lot of ABA courses to understand the reasoning behind what you are doing 
as therapists. It helps because a lot of time the way a therapist would respond is 
counterintuitive to what you would expect would be a positive way to act towards 
a behaviour. It will help you understand how you’re helping your child. It will 
make the difficult consequences for behaviors more acceptable to you because 
you’ll know you’re doing what’s best for your child.
The current study did not find a significant difference between parents and 
professionals, suggesting that the groups have a similar level of knowledge of 
behavioural principles. It is possible that the training program and real-life experiences 
of working with their children have provided parents with a good level of knowledge of 
how to apply behavioural principles. In addition, many parents’ responses such as the
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one above indicated the importance of being educated through reading, courses, and 
workshops. These responses suggest that many parents had used these resources 
themselves to become more knowledgeable. While a much larger percentage of the 
professional group scored above sixty percent correct, both groups had far from perfect 
scores. The mean correct response of 7.25 out of 10 among professionals and 6.36 
among parents suggests that there is room for improving knowledge in both groups 
(although both scores are greater than the mean of 4.78 reported in the original sample of 
direct care staff for the developmentally disabled [Furtkampt et al., 1982]). Several 
points should be stressed here. First, no normative data are available on what scores 
reflect an acceptable or adequate level of knowledge (O’Dell et al., 1979). Second, it 
would not be appropriate to make behavioural inferences from participants’ scores, since 
a written knowledge of behavioural principles may not relate to actual skills with 
children. In addition, with only ten items on the measure, there were a limited number of 
questions with which to differentiate the two groups. A more comprehensive measure 
would perhaps have showed a larger difference between parents and professionals. Still, 
the findings demonstrate that parents and professionals have a similar understanding and 
knowledge of behavioural principles and how they should be applied, which presumably 
is a first step in actually applying these principles correctly in real life.
Self-Efficacy
One parent encouraged feelings of competence and control with the advice:
“Don’t give up. You can do the job! It can be done.”
The current study found that parents and professionals felt similarly effective in 
the role of therapist, with the majority of participants expressing moderate to high
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feelings of competence. One possible explanation for the feelings of competence 
expressed by parents is that they received a great deal of performance feedback in the 
HOPE Center training program. Parents received weekly individual feedback about how 
they were performing in training. In addition, parents were also able to receive further 
feedback about their progress and skills in the follow-up sessions with professionals after 
training. Research has shown that performance feedback and being aware that one has 
successfully mastered the necessary skills related to performance positively influences an 
individual’s perceived self-efficacy associated with that performance (Soto & Goetz, 
1998). A second possibility relates to the fact that many parents in this sample were not 
generally new therapists, but instead have been conducting an intervention for several 
years. Parents’ perceived efficacy as therapists may have improved as a result of 
conducting the intervention over time, improving their performance, and seeing the 
resulting positive gains in their children. This experience may also have resulted in 
parents and professionals having similar patterns of efficacy. In any case, it is positive to 
note that both parents and professionals feel confident and satisfied with their abilities 
and feel in control of a child’s ABA program.
Beliefs in the Efficacy o f Behavioural Interventions
Many participants recommended that therapists trust the ABA method.
One professional praised ABA: “Believe that it will work for your child. I have seen 
wonderful results from ABA despite questioning some of the tactics involved. If my 
child had autism, ABA is definitely what I would want for my child.” A parent provided 
similar encouragement: “Try to remember that what you are doing will really help your 
child even though it seems overwhelming, especially at the beginning.”
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In the present study, no differences were found in how much parents and 
professionals believed in the efficacy of ABA interventions. Both groups considered 
ABA to have high efficacy in facilitating the educational, social, and behavioural 
development of children with autism. Only three participants indicated more pessimistic 
beliefs with scores on the lower end of the scale, while no participants indicated that 
ABA could not help children with autism at all. Despite these positive reports, a 
response bias among the parents must be considered. After investing so much 
practically, emotionally, and financially in the intervention, parents may need to believe 
in the intervention’s effectiveness or may be reluctant to admit that they feel that it is 
ineffective or not working for their child. Furthermore, parents who choose to implement 
and maintain an ABA intervention may do so because they believe more strongly in its 
efficacy than parents who do not. In other words, parents who do not believe in the 
effectiveness of ABA would not be implementing such an intervention in the first place. 
There may be a similar response bias among the professionals who also choose to invest 
their time in conducting this type of intervention. Overall, then, it is not unexpected that 
the overall perception of both parents and professionals in this study was that ABA can 
greatly help children with autism.
Qualitative Results
The participants’ qualitative responses supported the importance of the variables 
examined in this study. As shown in the above quotations, many of the participants 
mentioned knowledge of behavioural principles, believing in ABA, and social support as 
important facilitating factors for therapists. Surprisingly, few mentioned the importance 
of self-efficacy. The participants also reported other resources as being important. For
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instance, many professionals mentioned the importance of implementing the treatment 
consistently -  a factor recognized by researchers as being essential to the success of a 
child’s intervention (Allen & Warzak, 2000). Parents instead placed an emphasis on 
being the child’s expert -  in other words, getting involved and taking control because “it 
is too easy to let random therapists take over the love and care of your child along with 
the education.” Many participants noted the importance of separating the role of therapist 
and parent, while one mother reported that it was too difficult: “I feel that parents... are 
not best suited to be the therapist.” Other important resources were patience, persistence, 
a sense of humour, and even “a shot of liquor,” as one parent described. Overall, the 
responses illustrated the sense of difficulty that behavioural therapists face, especially as 
parents. Yet participants also expressed optimism and encouragement to other parents 
that this work can be done and will result in positive outcomes for the child and for all 
involved.
Empirical Implications
These findings have a number of major implications for parents acting as 
therapists in early intervention programs. The finding that parents have few social 
support resources may have important indirect effects on their performance as therapists. 
The literature has repeatedly demonstrated that low social support has powerful 
influences on parental and family well-being. For example, low social support among 
parents of a child with autism has been linked to higher levels of depression, anxiety, and 
other types of psychological distress (e.g., Bromley et al., 2004; Weiss, 2002) and higher 
levels of stress (e.g., Hastings & Johnson, 2001; Saloviita et al., 2003). Thus, these 
parents may be lacking a critical coping resource.
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The finding that parents with the highest SES backgrounds were less satisfied 
with their support, if replicated, also has implications for their well-being. Satisfaction 
with support has been shown to be an even more important predictor than network size of 
well-being, and is also associated with higher levels of anxiety, depression, and stress 
(White & Hastings, 2004). Therefore, the lower satisfaction with support found among 
some of the parent therapists might be more detrimental than their lack of support. The 
resulting effects on parental well-being could have indirect effects on the parents’ 
performance and their ability to effectively implement the intervention. For example, a 
parent who is depressed may not have the energy or psychological resources needed to 
function effectively as a therapist and may forego treatment sessions in order to take care 
of personal needs.
The lack of social support and satisfaction with support among parents may also 
have important direct effects on their therapist performance. Social isolation has been 
shown to significantly predict a family’s failure to maintain parent training effects 
(Wahler & Graves, 1983), is related to a parent’s commitment in carrying out a child’s 
intervention (Dunst et al., 1988), and is now recognized as a main barrier to parental 
adherence to the intervention (Allen & Warzak, 2000). Presumably, rather than focusing 
on the children’s needs, these parents may be more concerned about investing time and 
energy into meeting their own social support needs.
Finally, another major implication of lower social support is the increased risk of 
occupational burnout. With the increased stress these parents experience and the lack of 
social support to mediate or reduce that stress, burnout may emerge as a coping 
mechanism (Jennett et al., 2003; Leiter & Harvie, 1996). As Maslach’s (1993) theory
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would suggest, if emotional exhaustion occurs, the parent may feel emotionally 
overextended and feel that he or she has nothing left to give to others on an emotional 
and psychological level. Depersonalization can cause the parent to experience 
psychological detachment and social distancing, which may further result in withdrawal 
from their child and the development of a negative, cold, or indifferent attitude toward 
their child. Finally, reduced personal accomplishment can result in parents feeling less 
effective as therapists and less motivated and committed toward implementing the 
intervention. Therefore, if parents experience burnout it would affect not only their well­
being, but would also negatively affect the quality of care and treatment that they 
provide.
The non-significant findings of the present study also have implications for 
intervention programs, albeit of a more positive nature. For example, the finding that 
parents have a moderate and similar level of knowledge to that of the professionals 
suggests that they may be able to generalize the skills they learned in training and 
manage new situations and problems as they arise. Parents’ high self-efficacy should 
help them adhere to the intervention and ensure that they persist with the treatment even 
in the face of difficulty. Lastly, since these parents believe that ABA interventions can 
greatly help their children, they should be more likely to carry out professionally- 
prescribed behavioural methods, even when they seem counter-intuitive or difficult to 
perform as parents. These positive beliefs should also help parents commit to the 
intervention over time in hopes of all the positive outcomes it may have for their children. 
Overall, these resources should positively affect parents’ performance as therapists and 
the success of their interventions.
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Theoretical Implications
According to the ecological, family systems, and family support perspectives 
mentioned in the Introduction, parental resources can have direct and indirect effect on 
various aspects of parental behaviour, performance as therapists, and family outcomes. A 
lack of social support may have direct negative effects on parent’s ability to implement 
and cope with the stresses of their children’s intervention. Other indirect effects on the 
family may also occur. For example, the family support approach assumes that when 
parents do not have an adequate number and quality of social supports they will be more 
stressed, experience lower personal well-being, and have less positive attitudes toward 
their child (Dunst et al., 1986). These characteristics are proposed to result in parents 
having less opportunities to interact and play with their child and a lower commitment to 
the child’s intervention, which in turn will result in the child attaining lower levels of 
developmental functioning. Overall, therefore, both theory and research suggest that the 
lower support and satisfaction found among parent therapists may have a range of 
negative effects on parental and family functioning and on the family system as a whole. 
These family models would suggest the importance of providing interventions to meet 
these parental resources and family needs.
The results of the present study also have implications for the above theories. For 
instance, the finding that parents report their spouse and friends as their main sources of 
support has implications for theories such as the Double ABCX model and the family 
support approach. While these theories highlight the importance of social support and its 
influence on parental and family well-being, the results suggest that perhaps not all 
sources of support are equal. That is, spousal support, in particular, may have the most
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important influence on parents of children with autism. A lack of support from one’s 
spouse or friends may be more detrimental for these parents than a lack of support from 
relatives or others. On the other hand, an over-reliance on one’s spouse as a main source 
of support may also have negative consequences for the family by placing an extra strain 
on the marital relationship.
In addition, the results of this study also lend support to the importance of 
contextual models such as Bronfenbrenner’s ecological theory. In this case, there was an 
association between families’ socioeconomic background and their satisfaction with 
social support. Although this finding was in the opposite direction than would be 
expected with regards to SES, the results still support the importance of placing an 
emphasis on the broader ecological systems in which families are a part.
Contextual Considerations
It is important to consider how parents and professionals differ in other ways, 
beyond simply their roles as a parent therapist or professional therapist. For instance, 
many of the professionals were young and unmarried, whereas most of the parents were 
older and married with spouses. Therefore, the groups in this sample were generally at 
different life stages and have possibly had quite different experiences at this point in their 
lives. This particular difference may account for some of the findings of the present 
study. It is not surprising, for example, that professionals would report more support 
from parents and relatives than did the parents. Since the professionals were younger 
(with a mean age of 26.19 years), they would generally have more access and more 
reliance on their parents and other family members, such as siblings, who they may even 
still live with. The parents, in contrast, may not be able to receive support from their
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own parents, who could be quite older, and other relatives who they may have less 
contact with.
The experiences of the parents and professionals in this sample differ in other 
ways. Even though parents from the HOPE Center receive an intensive amount of 
training, it is likely that professionals receive more training throughout their professional 
careers. In addition, the parent therapists are unique in that they have to integrate two 
roles in their lives -  being a parent and being a therapist. Therefore, they likely approach 
the task with a different perspective than do the professionals. The parents have a unique 
motivation for performing the job and for attempting to conduct a successful intervention. 
If parents were conducting an intervention as therapists for other children who were not 
their own, they may approach and handle the task in a much different way. Therefore, 
parents’ roles as both parents and therapists may be more challenging and demanding of 
them than it is for professional therapists. Overall, it is important to consider the 
comparisons and the findings of the present study in a broader context of the unique and 
different backgrounds and experiences of parents and professionals.
Suggestions fo r  Intervention
The implications of the results and the above conceptual frameworks suggest the 
need to alter training programs to include ways to help parents obtain ongoing social 
support. There are a number of avenues for interventions that could bolster parents’ 
support network and their satisfaction with support. One method would be to improve 
support through the already common practice of developing parent support groups and 
encouraging parents to join them.
Parents in this study reported friends as one of their two major sources of support.
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Many of these friends may be other parents of children with autism, as their children’s 
lives are likely to bring these parents into frequent contact with one another. As such, the 
most helpful avenue of intervention may be to build and strengthen friendships with other 
parents of children with autism. Support groups have long been recognized as 
opportunities for parents to express and share their experiences, feelings, concerns, and 
frustrations with other parents who are having similar experiences (Kazak & Marvin, 
1984). These groups would also allow parents to discuss with others common problems 
encountered in their home interventions and solutions for dealing with these obstacles.
On a more practical level, support groups may provide parents with an opportunity to 
learn about available resources such as financial, health care, and child care services, and 
to obtain other practical advice and assistance. Overall, it would seem helpful to link 
parents who lack any outside positive social support with parent groups. Other methods 
for increasing contact with other parents should also be encouraged, such as: ( 1 ) a group 
format for training programs rather than individual training; (2 ) greater interactions with 
local autism societies and parent-run organizations; and, (3) a greater use of the Internet 
as a potential source of support (Sarkardi & Bremberg, 2005), such as the “mom2mom” 
online networks for parents in Ontario communities (Mom2mom.ca, n.d.). Even telling 
parents explicitly about the research on how social support would benefit them, their 
family, and their children’s intervention may encourage parents to seek extra support for 
themselves. Parents need to understand that support for themselves can have positive 
implications for their children and families.
Another method for intervention would be to increase the quantity and quality of 
support provided by family members. Parents in this study surprisingly reported having
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
75
few family members as support sources. It is possible that relatives simply do not live 
close by to these parents and thus, are limited in the support that they are able to provide. 
Another possibility is that relatives may be hesitant to provide support because of their 
own lack of knowledge and understanding of what autism is and how to interact with a 
child with autism. Therefore, education and training for relatives warrant support. 
Sharpley and colleagues (1997) suggested that immediate family members could be 
provided with information about autism and included in support groups and training 
workshops originally designed solely for parents or in mini ABA workshops specifically 
designed for interested relatives. In addition, family members could be actively included 
in the diagnosis and treatment planning process as well as any other meetings between 
professionals and parents. Other suggestions could include support groups specifically 
for siblings of children with autism and increased general social activities for all family 
members where they could interact in a more relaxed, social atmosphere. If relatives 
have a better understanding of autism and feel more involved in the child’s life, they are 
more likely to feel comfortable around the child and the family and may be more likely to 
offer their support. This would not only alleviate some of the isolation of parents, but 
would also improve the expertise of the relatives so that parents would have a stronger 
base of well-informed support sources. Parents’ satisfaction with the quality of the 
support they are receiving from family members would then presumably also increase.
The finding that few parents reported support from formal sources suggests the 
need to improve the support provided by professionals. Formal agencies have the 
potential for relieving the burden on informal support networks and also for offering 
specialized, practical support. Many of the professionals whom parents commonly
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interact with, such as teachers and the behaviour therapists who conduct training 
programs, are trained to work with children and not with adults. Given the amount of 
time that professionals spend interacting with parents, the training and careers of 
professionals should not be solely child-focused. Instead, professionals should learn to 
place a greater emphasis on working with and interacting positively with parents. 
Suggestions for professionals include reducing the burden of paperwork, adding waiting 
list services, and providing a more welcoming atmosphere for parents and their families. 
Professionals could become an important source of support if they devoted more time to 
listening to parental concerns, giving parents needed information and advice, and 
assisting parents in coping.
Finally, with regards to social support, the results of the present study suggest that 
these interventions may be particularly necessary for families with high SES 
backgrounds. Although there may be a tendency to focus interventions and support on 
less advantaged families, it is the high SES parents in this case that would benefit the 
most from interventions that increase social support.
Although this study demonstrated that parents and professionals are similar in 
their level of knowledge, confidence in themselves as therapists, and beliefs that the 
intervention will be effective, clinicians should continue to focus on strengthening these 
resources as part of training programs. The theories and empirical evidence reviewed in 
the Introduction support the notion that these resources are important factors in helping 
families to adapt and perform successfully. The participants themselves highlighted in 
their own words the importance of these resources in facilitating therapist performance. 
Furthermore, while group differences were not statistically significant on knowledge,
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self-efficacy, or beliefs in ABA, scores fell in the hypothesized direction. Therefore, 
interventions for strengthening these resources merit some consideration.
For example, teaching a basic understanding of behavioural principles should be a 
core feature of parent training programs, so that rather than simply understanding ‘what’ 
to do, parents will understand ‘why.’ Encouraging parents to read books and to take 
available courses and workshops can further improve their knowledge. As the quotation 
from a professional participant earlier advised, this knowledge may help parents comply 
with actions that they may find difficult or counterintuitive, such as ignoring a child’s 
behaviour.
Secondly, we need to strengthen parents’ sense of self-efficacy to ensure better 
performance and a greater persistence in the face of difficulties. Enhancing parents’ 
confidence could be accomplished through opportunities in training to practice their skills 
and apply their knowledge with specific feedback about their performance. Direct 
support is needed during and after training to show parents that they are acquiring the 
target skills and are capable of successful implementation.
Finally, it is important to ensure that parents maintain their beliefs that the 
intervention will be effective for their child, so that they stay committed to an 
intervention that takes time to show substantial gains. Parents’ beliefs could be 
strengthened and maintained by: ( 1 ) reminding them that child progress can be quite 
slow, particularly in the beginning; (2 ) encouraging parents to persist with the 
intervention even in the face of difficulty; and, (3) communicating to parents in a clear, 
accessible, and helpful way about empirical research demonstrating the effectiveness of 
ABA.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
78
Limitations and Strengths
A number of sampling and methodological issues are important to discuss as they 
relate to the generalizability of the findings. First, the sample was relatively small with 
just under 70 participants. Parents of children with autism are a low incidence group, 
making it difficult to obtain large sample sizes for research. According to Cohen’s 
(1992) presentation of required sample sizes, the present study had sufficient power for 
detecting large group differences, but lacked the power to detect medium or small group 
differences. With a larger sample, more differences, particularly on the knowledge 
measure, may have emerged as significant. Thus, it is notable that given the small 
sample size significant group differences were still found on the social support variables.
Another sampling issue concerned the sample characteristics. The present sample 
was a highly socially advantaged group. The majority of participants were well-educated 
and from a middle to upper social class background. Research indicates that low SES 
families are less likely to remain in parent training programs or to maintain 
improvements following their participation (Dumas & Wahler, 1983). Generalization of 
the results to families who are less socially or economically advantaged should, therefore, 
be made cautiously. However, as mentioned previously, the present sample 
characteristics are likely to reflect the real-life situation of parents who complete training 
programs and who conduct these interventions since financial and psychological 
resources are generally needed to support this intensive intervention model (e.g., Hastings 
& Johnson, 2001). Generalization to parents who receive other less-intensive 
interventions should also be made with caution. The parents from the HOPE Center 
received an intensive 180 hours of total training. Therefore, their experiences, skills, and
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resources may be quite different from other parents who receive more limited training.
The main methodological limitation of the study concerns the use of an online 
questionnaire. Because of the nature of the technology used, it was not possible to 
counterbalance or randomly order the measures. Although the questionnaires were 
ordered in the same manner for all participants, they may not have filled them out in the 
manner presented. Therefore, the order in which participants completed the measures 
may have affected their responding. As an example, reporting few sources of support on 
the social support measure may negatively affect the mood of a participant, and then lead 
him or her to report more pessimistic beliefs about the efficacy of the intervention. It 
would be important to further examine how or whether the ordering of questionnaires 
affects responding. Additionally, the need for computer access may have limited 
participation in this study to those who are more economically advantaged. However, it 
was presumed in advance of the study that this particular sample of participants would 
generally be of higher SES and would, therefore, have some access to a computer and to 
the Internet. Despite these limitations, there were many benefits to the use of an online 
questionnaire, including that participants could complete the study at home, at their own 
availability, without the inconvenience of having to mail back a paper questionnaire.
The absence of direct measures of the quality of treatment provided by the 
therapists in this study is another methodological limitation. The study was unable to 
account for the actual effectiveness of the therapists and how or whether the study 
variables, such as having the appropriate knowledge and self-efficacy, affected therapist 
performance. Therefore, the extent to which the self-report measures in this study 
correspond to actual behaviour is not known.
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Finally, subject selection was another methodological issue since participants 
volunteered for the present study. As many researchers have noted (e.g., Sanders & 
Morgan, 1997), volunteer participants may be more interested and motivated, and 
probably have fewer problems and fewer demands than those who choose not to 
participate. Along these same lines, these families who sought training, completed the 
training program, and who are conducting interventions for their children may differ from 
other families. For example, families in this study may have found the training program 
less burdensome or may have felt more capable in carrying out the intervention than other 
families.
Beyond these limitations, the present study also has numerous strengths. This 
study improved on the methodology used in past research in several ways. Both 
quantitative and qualitative measures were used to assess parents’ perceptions and 
resources, rather than the purely quantitative or purely qualitative unstructured interviews 
that have been more commonly used in the past. The advice provided by participants 
provided a meaningful and interesting look at the kinds of factors actual therapists view 
as being essential, beyond those which researchers and clinicians have deemed important. 
In addition, most previous studies have not compared parents with a control or 
comparison group. Inclusion of the comparison sample of professional therapists in the 
present study helped clarify how parents compare to highly trained, skilled, and effective 
therapists. This approach allowed for a better understanding of which resources are 
strengths for parents and which resources may need addressing. Furthermore, by moving 
beyond examination of child variables and outcomes and assessing therapist and parent 
variables, this study has taken into account the broader ecological context in which early
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interventions for children with autism take place.
Future Research
Identifying therapist, parent, and family variables which facilitate effective 
therapist performance and successful ABA treatment outcomes is an important goal for 
future research. A number of variables could be explored, including parent satisfaction 
with the training program, parent psychological and marital functioning, and family stress 
and adaptation levels. However, the actual effectiveness of the intervention is likely to 
have the greatest effect on child outcomes. Therefore, a large-scale rigorous evaluation 
of the effectiveness of parent-run ABA interventions, with actual measures of parent 
therapist effectiveness, is needed.
With regards to social support, different avenues for providing support for parents 
during and after training, and the effects of these interventions, should be examined in 
future studies. Furthermore, we should examine parents’ experiences of parent training 
as a potential form of support and seek to develop other approaches to parent training that 
might serve a secondary support function. Lastly, future research should attempt to 
replicate the SES findings of the current study and more closely examine the social 
support needs of families with different backgrounds. In future studies we must continue 
to ask parents what they experience, what they need, and what could be strengthened. 
Conclusion
The present study provides some insight into the literature on the effectiveness of 
parent therapists by demonstrating how parents and professionals are similar and 
dissimilar with regards to several facilitating resources. It is a positive finding that 
parents and professionals have similar levels of knowledge, feelings of competence, and
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views of behavioural interventions as highly effective. It is concerning, however, to find 
that parents have less social support and that high SES parents are less satisfied with their 
social support than are professionals. As theory and research has shown, these factors 
can have powerful influences on parents’ performance as therapists. Therefore, family 
support should be a core feature of parent training and early intervention programs. The 
social settings in which these interventions take place cannot be ignored.
To be truly responsive to parents’ needs, ABA programs must provide not only 
child services but also family support services. At present, it seems that such support is 
not being adequately provided. Professionals must address these and other parental needs 
as part of the training and intervention process and ensure that parents have adequate 
resources to assume the therapist role, including adequate training, knowledge and 
support. “Interventions that strengthen the whole family system and promote family 
competence are likely to be more durable over time” (Roberts et al., 2003). Therefore, 
the use of a broader, family support approach for training and intervention seems 
essential in order to meet parental and family needs and to ensure that children with 
autism receive the most effective intervention possible.
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Demographics Questionnaire (Version for Professionals) 
. Male  Female Age: _______
Marital Status:








Highest Level of Education:
You Partner
  ___  Less than 7th Grade
  ___  Junior High (9th Grade)
  ___  Partial High School
  ___  High School Graduate
  ___  Partial College
  ___  College Education
  ___  Graduate Degree
Occupation 
You Partner
Average Yearly Household Income:
  Less than $5,000
  $5,000 to $9,999
  $10,000 to $19,999
  $20,000 to $29,999
  $30,000 to $39,999
  $40,000 to $49,999
  $50,000 to $59,999
  $60,000 to $69,999
  $70,000 to $79,999
  $80,000 to $89,999
  $90,000 to $99,999
Farm laborer, day laborer ___  $100,000 or more
Unskilled worker, service worker 
Machine operator, semiskilled worker
Skilled manual worker, craftsman, police and fire services, enlisted 
military and non-commissioned officers 
Clerical/sales, small farm owner
Technicians, semiprofessional, supervisor, office manager
Small business owner, farm owner, teachers, low level manager, salaried
worker
Mid-level manager or professional (for example: architect, engineer, 
accountant, attorney), mid-sized business owner, military officer 
Senior manager or professional (for example: physician, college professor, 
minister), owner or CEO of large business.
What country do you live in ?  Canada United States
Number of years you have worked as an ABA therapist: 
Number of hours per week you w ork:________________
Number of autistic children you currently work with:
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Sex:
Demographics Questionnaire (Version for Parents) 
. Male  Female Age: _______
Marital Status:





Highest Level of Education:
You Partner
  ___  Less than 7th Grade
  ___  Junior High (9th Grade)
  ___  Partial High School
  ___  High School Graduate
  ___  Partial College
  ___  College Education













Average Yearly Household Income:
  Less than $5,000
  $5,000 to $9,999
  $10,000 to $19,999
  $20,000 to $29,999
  $30,000 to $39,999
  $40,000 to $49,999
  $50,000 to $59,999
  $60,000 to $69,999
  $70,000 to $79,999
  $80,000 to $89,999
  $90,000 to $99,999
  $ 100,000 or moreFarm laborer, day laborer __
Unskilled worker, service worker 
Machine operator, semiskilled worker
Skilled manual worker, craftsman, police and fire services, enlisted 
military and non-commissioned officers 
Clerical/sales, small farm owner
Technicians, semiprofessional, supervisor, office manager
Small business owner, farm owner, teachers, low level manager, salaried
worker
Mid-level manager or professional (for example: architect, engineer, 
accountant, attorney), mid-sized business owner, military officer 
Senior manager or professional (for example: physician, college professor, 
minister), owner or CEO of large business.
What country do you live in ?  Canada
Gender of your child with autism:
Age of your child with autism :_____
United States
Male Female
Number of other children in the family:
Length of time you have been conducting an at-home intervention (in months):
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Age of child when intervention first started:_______________________________________
Total hours per week that the child receives intervention:___________________________
Total hours per week that you act as therapist:_____________________________________
Is your spouse involved in the intervention? Yes  No  N/A
If so, how many hours per week does he/she act as therapist?_________________
Approximate number of hours per week spent in other intervention activities (e.g.
planning, recruiting and training other volunteers):________________________________
Average amount of money being spent yearly on treatment for your child, not including 
the cost of training (optional):___________________________________________________
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Appendix B
Therapeutic Self-Efficacy Scale (Version for Professionals)
Directions: Please indicate the extent to which each statement applies to you by circling 
the appropriate number. If your views are described best by the end points of the scale, 
please circle either number 1 or number 7. If your views are somewhere in between the 
two end points, please choose a position on the scale where you feel your views should 
be placed.
1. How confident are  you in carrying out the tasks tha t make up a  child’s ABA 
program ?
1___________ 2____________ 3___________ 4___________ 5____________6___________ 7
Not At Very
All Confident Confident
2. How difficult do you personally And it to carry  out the tasks th a t m ake up a 
child’s ABA program ? (R)
1___________ 2____________ 3___________ 4___________ 5____________6___________ 7
Not At Very
All Difficult Difficult
3. To w hat extent do you feel th a t your contribution as a  therapist on a  child’s 
program  makes a  difference to his/her progress?
_L___________ 2____________ 3___________ 4___________ 5____________6___________ 7
No Difference Very Large
At All Difference
4. How satisfied are  you with the way in which you carry  out the tasks th a t m ake up 
a  child’s ABA program ?
_1___________ 2____________ 3___________ 4___________ 5____________6___________ 7
Not At Very
All Satisfied Satisfied
5. To w hat extent do you feel in control of a  child’s ABA program ?
_1___________ 2____________ 3___________ 4___________ 5____________ 6___________ 7
Not At Very
All In Control In Control
Note. R = Reverse scored for final scale score.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
98
Therapeutic Self-Efficacy Scale (Version for Parents)
Directions: Please indicate the extent to which each statement applies to you by circling 
the appropriate number. If your views are described best by the end points of the scale, 
please circle either number 1 or number 7. If your views are somewhere in between the 
two end points, please choose a position on the scale where you feel your views should 
be placed.
1. How confident are you in carrying out the tasks that make up your child’s ABA 
program?
1____________ 2____________ 3__________ 4____________ 5____________ 6__________ 7
Not At Very
All Confident Confident
2. How difficult do you personally find it to carry out the tasks that make up your 
child’s ABA program? (R)
I____________ 2____________ 3__________ 4____________ 5____________ 6__________ 7
Not At Very
All Difficult Difficult
3. To what extent do you feel that your contribution as a therapist on your child’s 
program makes a difference to his/her progress?
\____________ 2____________ 3__________ 4____________ 5____________ 6__________ 7
No Difference Very Large
At All Difference
4. How satisfied are you with the way in which you carry out the tasks that make up 
your child’s ABA program?
I____________ 2____________ 3__________ 4____________ 5____________ 6__________ 7
Not At Very
All Satisfied Satisfied
5. To what extent do you feel in control of your child’s ABA program?
1____________ 2____________ 3__________ 4____________ 5____________ 6__________ 7
Not At Very
All In Control In Control
Note. R = Reverse scored for final scale score.




The following questions ask about people in your environment who provide you with 
help or support. Each question has two parts. For the first part, list all the people you 
know, excluding yourself, whom you can count on for help or support in the manner 
described. Give the person’s initials and their relationship to you (see example). For the 
second part, circle how satisfied you are with the overall support you have. If you have 
no support for a question, circle “No one,” but still rate your level of satisfaction. Do not 
list more than nine people per question. All your responses will be kept confidential.
EXAMPLE
Who do you know whom you can trust with information that could get you in trouble?










1 2 3 © 5 6
Very
Dissatisfied
Fairly A Little 
Dissatisfied Dissatisfied
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1. Whom can you really count on to distract you from your worries when you feel 
under stress?




1 2 3 4 5 6
Very Fairly A Little A Little Fairly Very
Dissatisfied Dissatisfied Dissatisfied Satisfied Satisfied Satisfied
2. Whom can you really count on to help you feel more relaxed when you are under
pressure or tense?




1 2 3 4 5 6
Very Fairly A Little A Little Fairly Very
Dissatisfied Dissatisfied Dissatisfied Satisfied Satisfied Satisfied
3. Who accepts you totally, including both your worst and best points?




1 2 3 4 5 6
Very Fairly A Little A Little Fairly Very
Dissatisfied Dissatisfied Dissatisfied Satisfied Satisfied Satisfied
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4. Whom can you really count on to care about you, regardless of what is 
happening to you?




1 2 3 4 5 6
Very Fairly A Little A Little Fairly Very
Dissatisfied Dissatisfied Dissatisfied Satisfied Satisfied Satisfied
5. Whom can you really count on to help you feel better when you are feeling
generally down-in-the-dumps?




1 2 3 4 5 6
Very Fairly A Little A Little Fairly Very
Dissatisfied Dissatisfied Dissatisfied Satisfied Satisfied Satisfied
6. Whom can you count on to console you when you are very upset?




1 2 3 4 5 6
Very Fairly A Little A Little Fairly Very
Dissatisfied Dissatisfied Dissatisfied Satisfied Satisfied Satisfied
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Appendix D
Beliefs about the Efficacy of the Lovaas Method Scale
Directions: Please read each question and place a circle around the number on the scale 
that reflects your own views. If your views are described best by the end points of the 
scale, please circle either number 1 or number 7. If your views are somewhere in 
between the two end points, please select a position on the scale that reflects where you 
feel your views should be placed.
To what extent do you think that ABA programs can help children with autism in 
the following areas of their lives?
Education (school work, such as reading, writing)
1 2 3 4 5 6 7
Cannot Help 
At All
Social behaviour (e.g., interactions/relationships with others)




Cannot Help Can Help
At All A Great Deal
Difficult behaviours (e.g., aggressive behaviour, repetitive actions)
1 2 3 4 5 6 7
Cannot Help Can Help
At All A Great Deal
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F r o m : Richard Hastings <r.hastings@bangor.ac.uk>
S u b j e c t : Re: Request for Lovaas efficacy beliefs scale
D a t e : Tue, 31 Aug 2004 18:04:06 +0100
T o : "Andrea Zicherman" <zicherm@uwindsor.ca>
The measure is attached here. I hope that you find it useful, and good luck with your research. 
Richard Hastings
Dr Richard Hastings
Deputy Head of School
School of Psychology




Tel: +44 (0)1248 388214 
Fax: +44 (0)1248 383718
e-mail: r.hastings@bangor.ac.uk
http://www.psychology.bangor.ac.uk/-richard_hastings
Special Needs and Families Research Project web site:
http://www.psychology.bangor.ac.uk/special_needs/
--^Attachment: Lovaas_Efficacy_Beliefs.doc (27Kbytes)
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Appendix E
Knowledge of Behavioral Principles as Applied to Children Questionnaire -
Short Form B
Directions: Read each question and each of its four possible answers. Sometimes more 
than one answer could be correct under certain circumstances. However, you should 
select the best answer or the answer that is most generally true. Be sure to fill in only one 
square for each question. Be sure to answer every question even if you must guess.
1. A child begins to whine and cry when his parent explains why he can’t go outside. 
How should the parent react?
a  Ask the child why going outside is so important to him.
□ Explain that it is a parent’s right to make such decisions.
□ Explain again why he should not go outside.
□ Ignore the whining and crying.
2. Which of the following is most important for parents in controlling their child’s 
behavior?
□ The rules the parents make about behavior.
□ The parents’ understanding of the child’s feelings.
□ The behaviors to which the parents attend.
□ Being strict, but also warm and gentle.
3. If punishment is used for a behavior such as playing football in the house, which 
type is probably best to use?
□ Make the child do extra homework.
□ Clearly express your disapproval.
□ Remove the child to a boring situation each time, 
a  A reasonable spanking.
4. Parents who use lots of rewards for good behavior and few punishments will 
probably tend to have children who:
□ Do not understand discipline.
□ Will not cooperate unless they are “paid”.
□ Take advantage of their parents.
□ Are well-behaved and cooperative.
5. A boy loves football. What is most likely to happen if, each time he is playing 
nicely with his sister, his father invites him to play football?
□ He will always be asking his father to play football.
□ He will play nicely with his sister more often.
□ He will be annoyed with his father for interfering with his activities.
□ He will be encouraged to teach his sister to play football.
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6. If you want your child to say “please” and “thank you” at the table, it is probably 
most important to:
□ Reprimand him when he forgets to say them.
□ Explain why good manners are important.
□ Remember to compliment him when he remembers to say them.
□ Praise other members of the family when they use these words.
7. A father tells a child she cannot go to the store with him because she didn’t clean 
her room like she promised. She reacts by shouting, crying and promising she 
will clean the room when she gets home. What should the father do?
□ Ignore her and go to the store.
□ Take her to the store but make her clean her room when they return.
□ Calm her down and go help her clean her room together.
□ Talk to her and find out why she doesn’t take responsibility.
8. Johnny has just tom up a new magazine. Of the following choices, which is the 
best way for his mother to discipline him?
□ Tell him he will be spanked by his father when he gets home.
□ Punish him then and there.
□ Explain to Johnny about the wrongness of his action.
□ Angrily scold Johnny so that he will learn that such an act is bad and 
upsetting to his mother.
9. Which of the following is probably most important in helping a child behave in 
desirable ways?
□ To teach him the importance of self-discipline.
□ To help him understand right and wrong.
□ Providing consistent consequences for his behavior.
□ Understanding his moods and feeling as a unique person.
10. A baby often screams for several minutes and gets his parents’ attention. Which 
of the following is probably the best way for his parents to reduce his screaming?
□ If there is nothing physically wrong with the child, ignore his screaming 
even though the first few times he screams even louder.
□ Distract the child with something he finds interesting whenever he 
screams.
□ Ignore all noises and sounds the child makes.
□ None of the above. Babies usually have good reasons for screaming.
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Appendix F
Marlowe-Crowne Social Desirability Scale - Form C
Directions: Listed below are a number of statements concerning personal attitudes and 
traits. Read each item and decide whether the statement is true or false as it pertains to 
your personally.
1. It is sometimes hard for me to go on with my work if
I am not encouraged.______________________________________ True_________False
2 .1 sometimes feel resentful when I don’t get my way. True False
3. On a few occasions, I have given up doing something 
because I thought too little of my ability. True False
4. There have been times when I felt like rebelling against 
people in authority even though I knew they were right True False
5. No matter who I’m talking to, I’m always a good 
listener. True False
6. There have been occasions when I took advantage of 
someone. True False
7. I’m always willing to admit when I make a mistake. True False
8 I sometimes try to get even rather than forgive and 
forget. True False
9 .1 am always courteous, even to people who are 
disagreeable. True False
10 .1 have never been irked when people expressed 
ideas very different from my own. True False
11. There have been times when I was quite jealous of 
the good fortune of others. True False
12 .1 am sometimes irritated by people who ask favours 
of me. True False
13.1 have never deliberately said something that hurt 
someone’s feelings. True False




Please fill out a questionnaire 
on your views and experience 
as an ABA professional 
therapist or parent therapist 
for children with autism
It's anonymous!
Fill out the questionnaire at 
www. uwindsor. ca/autismstudy
(use the password 'ABA')
You could win a $100 gift certificate to amazon!
I f  you have any questions or concerns about the 
research, please feel free  to contact:
Andrea Zicherman, M.A. Candidate 
Department of Psychology 
University of Windsor 
zicherm@uwindsor.ca
After the study is f  inished, results will be posted
on the study website
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Payment for Participation
If you choose to participate, you can be included in a draw for one $100 gift certificate 
for the book store Amazon.
Confidentiality
All information will be kept confidential. It will be given out only with your permission. 
Your name will not be on any materials. Instead, all materials will be coded by 
participant number only. All data will be securely kept in a locked office for six years.
Participation and Withdrawal
You can choose whether to be in this study or not. If you volunteer to be in this study, 
you can withdraw at any time before you submit the questionnaire. You can also refuse 
to answer any questions you do not want to answer and still remain in the study. Results 
of this study may be used in subsequent related research on young children with autism.
Feedback of the Results of this Study
After the study is finished, you will be able to get feedback by visiting the study website:
http://www.uwindsor.ca/autismstudv
Rights of Research Participants
You can withdraw your participation at any time. This study has been reviewed and 
received ethics clearance through the University of Windsor Research Ethics Board. If 
you have questions about your rights as a research participant, contact:
Research Ethics Coordinator Telephone: 519-253-3000, ext. 3916




By filling out the questionnaire and submitting it online, you are giving your consent to 
participate in this study.
Signature of Investigator
These are the terms under which I will conduct research.
Signature of Investigator Date
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